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THE MONTH 


ONCE again the traditional signature tune of the British winter—the chronic 
bronchitic’s cough—is resounding throughout the length and breadth of 
the land. In the opening article in our symposium on 
The ‘Respiratory Disorders’ this month, Dr. Grant optimistically 
Symposium suggests that ‘chronic bronchitis may within a generation 
cease to be a serious medical and social problem’. There is 
certainly no reason why this should not be the case, but meanwhile the prac- 
titioner is faced with the task of curbing the more serious exacerbations of 
the disease. In achieving this, the antibiotics, if used intelligently, can be of 
outstanding help. Equally preventable is bronchiectasis, but here the clinician 
has a bigger part to play than the public health authorities. Inevitably, in 
view of the association between the two, the incidence of emphysema is 
largely dependent upon the incidence of chronic bronchitis, and as the latter 
comes under control, so will a large proportion of cases of emphysema. If 
chronic bronchitis is now the most crippling respiratory infection in this 
country, acute respiratory infections in children are the most lethal and 
constitute what Dr. Carré rightly describes as ‘one of the most challenging 
of present-day pediatric problems’. For practitioners in coal-mining areas, 
as important an article as any in this symposium will be that on ‘Coal- 
workers’ pneumoconiosis’, and they will find that Dr. Davies goes far towards 
clarifying what he euphemistically describes as ‘some difficult and con- 
troversial points’. 


As the ninth annual report of the College of General Practitioners, published 
as a supplement to this issue, so clearly demonstrates, the College has 
achieved much. It shows all the enthusiasm and activity which 
Exams for one expects of a nine-year-old and every promise of even 
G.P.s better things to come in the years ahead. The approach to 
adolescence, however, tends to be a stormy period of life and 
it behoves the well-wisher to be particularly vigilant and on the look-out for 
any signs of developments which may not be for the good of the individual 
(or institution) concerned. It is for this reason that the current annual 
report will be read with particular care. Read in this way, perhaps the most 
important sentence in the whole report is one in the report of the examina- 
tion committee: ‘Looking to the future, the committee recommends to 
Council that an examination should be introduced as one of the criteria for 
entry to membership for those qualifying after 31st March 1961’. 
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Is this really wise or necessary? Will the proliferation of letters or diplomas 
enhance the standing or—even more important—the standards of general 
practice? What evidence has the committee for its statement that ‘students, 
general practitioners, and those who choose doctors for practice vacancies 
or for special jobs in hospitals or elsewhere, feel that there is now a need 
for some symbol of academic attainment which will distinguish those who 
have taken the trouble to train themselves fully for general practice’? Is not 
this proposal to establish a formal examination evading the main issue? ‘To 
establish a formal examination is easy, but not necessarily the correct way 
to assess the right of a general practitioner to become a member of the 
College. The committee, perhaps unwittingly, admits the unreliability of a 
formal examination for this purpose when it asserts that ‘on no account 
should any hint be introduced into the examination that the College is trying 
by this means to estimate whether the candidate is—as a practising doctor— 
kinder, more sympathetic, patient, considerate or enthusiastic than other 
applicants. These personal qualities . . . are impossible of accurate assess- 
ment by a court of examiners’. Why then have a formal examination? 


FROZEN food is now big business. In 1946, there were a mere hundred 
retailers equipped with cabinets from which to sell quick-frozen food. 
Today there are over 80,000, and it has been estimated that 
Frozen this year the British housewife will spend over £50 million on 
Food such foods. One of the major problems facing this new branch 
Hygiene of the food industry is that of hygiene. This, of course, is a 
problem facing all branches of the industry, but it is par- 
ticularly important for quick-frozen foods because, in the case of many 
of the products dealt with, at no stage are they submitted to heat treatment, 
such as pasteurization or autoclaving. Neither can chemical preservatives 
be used. As is pointed out in an admirable series of articles dealing with 
the subject in the Fournal of the Royal Institute of Public Health and Hygiene 
(1961, 24, 217), ‘it is this absence of heat treatment with some of the pro- 
ducts and of chemical preservatives in them all which at once highlights 
the need for scrupulous hygiene in the course of preparation prior to 
freezing combined with good temperature maintenance after freezing’. 
Cleanliness of personnel is imperative and this involves a careful pre- 
employment medical examination. It is reported that out of one group of 
500 women applicants, 221 were rejected purely on health and hygienic 
grounds: e.g. 55 had nits, 31 had dirty bodies or underclothing, 12 had bad 
hands and nails, and 56 had carious teeth. Once employed, rigorous hand- 
washing is insisted upon. In some departments, such as those engaged in 
stripping and trimming meat, hand-washing is insisted on at half-hour 
intervals throughout the day. Equally important is fortnightly manicuring 
of the hands. Building design has just as high priority. There are no girders, 
struts or even pillars ‘to act as roosting sites for birds, to collect dust or 
encourage people to put things down’. Even the window sills slope steeply 
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to prevent objects being deposited on them. Needless to say, the occasional 
versatile employee seizes the opportunity to take advantage of these regu- 
lations. ‘A lazy employee’, it is reported, ‘will quickly see the scope for 
idling in continually washing her hands and may even try for an afternoon 
off by a veiled reference to “pain in the tummy . . . possibly a touch of 


”») 


diarrhoea”’ ’. 


ALCOHOLISM is no respecter of ideological frontiers. This is admirably 
brought out in a report by M. E. Chafetz (New Engl. 7. Med., 1961, 265, 68) 

of a visit he recently paid to Czechoslovakia, Poland, and the 
Alcoholism Soviet Union to study the problem there. Although figures 
in Eastern were only available for Czechoslovakia, it is clear that in all 

Europe three countries alcoholism is as urgent a problem as it is on 

this side of the iron curtain. In Czechoslovakia it is estimated 
that 2 per cent. of the population are alcoholics (compared with 3 per cent. 
in the United States) whilst in Poland it constitutes a ‘rampant public- 
health problem’. In the U.S.S.R. it was admitted that there is ‘as much 
alcoholism as in any other country’. 

Perhaps the most interesting point brought out in this report is the 
different approach to the subject in the U.S.S.R. compared with the other 
two countries. “The general Soviet physician and psychiatrist consider the 
alcoholic patient a delinquent and not ill’, whereas in both Czechoslovakia 
and Poland he is regarded as a sick individual. Equally interesting is the 
statement that ‘despite Soviet protestations in favour of conditioning factors 
in alcoholism, there was no systematized study employing Pavlovian technics 
of extinction of a conditioned response to the use of alcohol’. In Poland, 
the problem child of Europe, ‘not only are physical and professional 
facilities unavailable for the treatment of hordes of alcoholic patients but 
also a self-defeating Polish attitude exists towards the entire problem’. ‘To 
the Pole alcohol is a friend’ and there has grown up ‘a cultural value system 
that accepts the drinking of alcohol as a means of dealing with life’. In 
Czechoslovakia, on the other hand, the problem is dealt with in a thoroughly 
organized manner, including 13 institutions for inpatient treatment, with a 
capacity of 500 beds. Incidentally, one of the largest of these institutions 
is housed in the confiscated mansion of a wealthy brewer! 


CausTIc pastes are the main stand-by of the unqualified ‘cancer curer’. 
Documented evidence of the damage done by these exploiters of human 
gullibility is often difficult to come by. It is for this reason 

Quack that particular interest attaches to a report by W. R. Dickie 
Cancer and N. C. Hughes (Brit. ¥. plast. Surg., 1961, 14, 97) based 
Remedies upon the 25 patients referred to the Belfast plastic and 
maxillofacial centre since its inception in 1950, ‘for advice 

following treatment of an actual or alleged skin cancer with a cancer cure 
paste’. The ages of the patients (20 men and five women) when first seen 
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ranged from 32 to 88 years. Thirteen were referred on account of the 
resulting deformity, four for failure to cure or for a recurrence of the 
malignancy, and eight on account of the failure of the resulting ulceration 
to heal. All had been to one or other of two known ‘cancer curers’ in 
Northern Ireland. 

Four of the patients had a basal-cell carcinoma, five had a squamous-cell 
carcinoma, and in a further three the lesion was probably malignant. In 
the remaining cases the lesions were ‘variously described as warts, pimples, 
scaly areas, or thickenings of the skin, and in six of these there was con- 
firmatory medical evidence of the innocent nature of the lesions’. Some 
were ‘genuinely distressed and embarrassed’ at what had happened, whilst 
a large number ‘were openly of the opinion that they had done the right 
thing’, and there were others who ‘though definitely non-committal on the 
merits or demerits of this form of cancer therapy, left one with the definite 
feeling that they might do the same again if the necessity arose’. Perhaps, 
however, the most important finding of all was that ‘in six cases there was, 
perhaps, a failing on the part of the patient’s medical advisers to realize 
how real was the fear of cancer, or failure with a patient who had already 
made up his own mind as to the diagnosis and wanted action, not reassur- 
ance’. Surely here is a challenge to the clinical acumen of the general 
practitioner. 


ANOTHER year of progress is recorded in the current annual report of the 
British United Provident Association (B.U.P.A.). In the year ended June 30, 

1961, the subscription income increased by over £500,000 and 
B.U.P.A. exceeded £4 million for the first time in the Association’s 

history. Once again the Association achieved its aim of keeping 
the expense ratio under 10 per cent. The figures for 1961 were 84.4 per cent. 
of income absorbed by claims, and g per cent. by administration expenses, 
leaving a balance of income of 6.6 per cent. This commendably low pro- 
portion of income spent on administration means that the goo,000 individuals 
now estimated to be shielded by B.U.P.A. are receiving the maximum value 
for money. As the reserves of the Association now amount to £1.2 million, 
the financial position is eminently sound. Two interrelated factors are 
responsible for this most commendable state of affairs. The first is the sound 
administration of the Association. The second is the increasing extent to 
which the citizens of this Welfare State of ours are turning to private 
practice. 

Readers of The Practitioner in Great Britain and Northern Ireland are 
reminded that The Practitioner runs a very successful group with B.U.P.A., 
and that by joining this Group they can register with B.U.P.A. for sickness 
benefit at a reduction of 20 per cent. in the standard premium. Full details 
can be obtained from the Group Secretary, the B.U.P.A. Practitioner 
Group, 5 Bentinck Street, London, W.1. 
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ANTIBIOTICS IN THE MANAGEMENT 
OF CHRONIC BRONCHITIS 


By IAN W. B. GRANT, M.B., F.R.C.P.Epb. 


Physician, Respiratory Diseases Unit, Northern General Hospital, 
Edinburgh 


SINcE the early 1950’s, stimulated no doubt by the eclipse of tuberculosis, 
interest in chronic bronchitis has rapidly gained momentum. Epidemio- 
logists have contributed perhaps the most significant advance by demon- 
strating the etiological importance of atmospheric pollution, tobacco 
smoking and occupational dust hazards. Preventive measures based upon 
this knowledge are now being put into practice, and provided they are 
vigorously applied, chronic bronchitis may within a generation cease to be 
a serious medical and social problem. For many years, however, the number 
of patients requiring treatment is likely to remain as large as it is at present 
and, unless there is some revolutionary development, antibiotics will con- 
tinue to play a major part in medical management. 


ANTIBIOTICS AND THE PATHOLOGY OF CHRONIC BRONCHITIS 
Antibiotics can, of course, influence only those features of the disease which 
are directly due to bacterial infection. During the early stages of chronic 
bronchitis, when the only pathological change may be hypertrophy of the 
mucus-secreting structures (glands and goblet cells) of the bronchial wall 
(Reid, 1954), antibiotics are obviously of no therapeutic value. In many 
cases the disease does not progress beyond this stage but in others bacterial 
infection becomes an increasingly common and severe complication, which 
involves bronchioles and alveoli in addition to bronchi and ultimately results 
in the total disruption of pulmonary structure and function. 

If all episodes of respiratory infection could be promptly and effectively 
treated or, better still, prevented altogether, there is at least a theoretical 
possibility that serious pulmonary damage of this kind could be avoided. 
Unfortunately, the resolution of inflammatory changes in the alveoli caused 
by bacterial infection is often hindered by mechanical obstruction of the 
bronchioles by mucus and pus, and treatment with antibiotics apparently 
cannot prevent many alveoli from being destroyed by suppuration or 
rendered functionless by fibrosis or emphysema. Once infection is estab- 
lished in such an environment it may be difficult or impossible to eradicate. 
If therefore the prophylactic administration of antibiotics is the key to a 
better prognosis in chronic bronchitis it will have to be started early in the 
course of the disease, preferably before there is any clinical evidence of 
infection. Such a policy, if widely adopted, would be prodigiously expensive. 
Furthermore, its efficacy would be difficult to assess, as this would involve 
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the treatment and observation during a period of several years of large 
numbers of patients with relatively mild bronchitic symptoms. An investiga- 
tion on a limited scale into this particular problem is at present being 
undertaken by the Medical Research Council and the results are awaited 
with considerable interest. At the present time it is not justifiable on either 
medical or economic grounds to employ antibiotics in this way. 

There is, however, no disagreement as to the vital importance of treating 
with antibiotics every episode of bronchial infection occurring in the course 
of chronic bronchitis. This is indeed the only therapeutic measure which 
consistently provides symptomatic benefit. Medical opinion is more divided 
on the valué of prolonged suppressive treatment with antibiotics for the 
control of frequent or constant infection but the majority view supports the 
belief that antibiotics given in this way can in a limited number of cases 
provide substantial and symptomatic improvement. As yet, there is no 
evidence that this has any influence on the ultimate prognosis. 


ANTIBIOTICS AND THE BACTERIOLOGY OF 
CHRONIC BRONCHITIS 

Since May (1953) published his original work on the bacteriology of the 
sputum in chronic bronchitis it has come to be generally accepted that the 
two organisms most commonly responsible for the inflammatory changes in 
the bronchi and lungs are Streptococcus pneumonia (pneumococcus) and 
Haemophilus influenza. May showed that these organisms, particularly H. 
influenza, were isolated more often from purulent than from mucoid sputum 
and that their elimination by a suitable antibiotic was usually accompanied 
by clinical improvement and by the removal of pus from the sputum. Peni- 
cillin, being fully effective only against Strep. pneumonia, often fails to 
control the infection or produces only a temporary improvement. H. influ- 
enz@, however, can be eliminated from the sputum by a combination of 
penicillin and streptomycin given by intramuscular injection or by the oral 
administration of chloramphenicol or one of the tetracycline group of 
antibiotics. Unfortunately, the infection is liable to relapse clinically and 
bacteriologically a few weeks or, in some cases, only a few days after thé 
antibiotic is withdrawn. Staphylococcus pyogenes is seldom isolated from the 
sputum in untreated cases of chronic bronchitis outside hospital but may 
colonize the bronchial mucosa and produce purulent bronchitis or broncho- 
pneumonia in patients being given prolonged suppressive treatment with 
tetracycline or one of its derivatives, particularly if they are exposed to the 
risk of hospital cross-infection. Recent reports suggest that in similar cir- 
cumstances certain gram-negative bacilli, e.g. Escherichia coli, Proteus vul- 
garis, Pseudomonas pyocyanea and Klebsiella pneumonia, may also establish 
themselves in the bronchial tree (Neach, 1960; Aspin and Howells, 1960) 
but it is not yet certain whether these organisms can invade the tissues and 
produce pathological changes in the bronchi and lungs. 

Occasionally, none of the recognized pathogenic organisms can be 
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cultured from frankly purulent sputum despite ,intensive bacteriological 
investigation. The reason for this is obscure but the fact that in these cases 
the sputum usually becomes mucoid when an antibiotic regime effective 
against H. influenze is instituted suggests that this organism, although 
undetected, may have been responsible for the infection. 

The more extensive the structural damage in the bronchi and lungs the 
more difficult it is to control bacterial infection, and in the terminal stages 
of chronic bronchitis it may prove impossible to render the sputum mucoid 
and to keep it free from pathogenic organisms. It is at this stage that cross- 
infection with hospital staphylococci becomes virtually unavoidable. 

Although most authorities on the subject now believe that bacterial 
infection in chronic bronchitis is essentially a complication predisposed to 
by alterations in the state of the bronchial mucosa and by the secretion of 
an excessive amount of bronchial mucus, there is still a minority view that 
chronic bronchitis is initiated by bacteria which, even if dead, may act as 
an irritant to a mucus-secreting surface. Others believe that a virus infection 
may be the primary event in the development of chronic bronchitis and of 
its exacerbations. 


THE COMPLICATIONS OF BACTERIAL INFECTION IN 
ADVANCED CASES 

As pulmonary damage increases and the patient’s respiratory reserve 
diminishes he becomes liable, whenever an acute or even a subacute bac- 
terial infection supervenes, to develop respiratory failure and right-sided 
heart failure. Infection precipitates respiratory failure chiefly by causing 
partial bronchial and bronchiolar obstruction, which is the result of increased 
mucosal swelling and the retention of purulent secretions. Airway obstruc- 
tion of this kind reduces alveolar ventilation to a level at which severe anoxia 
and carbon-dioxide retention occur. The situation is aggravated still 
further if the infection produces pneumonic consolidation. 

The development of right-sided heart failure is also related in most cases 
to the increased degree of anoxia caused by infection. The anoxia produces 
a sudden increase in pulmonary arterial pressure, which places an insupport- 
able load on the right ventricle. 

It is, of course, common for both respiratory and cardiac failure to develop 
at the same time and the treatment of infection is of major importance in 
the management of both conditions. 


INFECTION, ANTIBIOTICS AND ‘BRONCHOSPASM’ 
The wheezy dyspneea which is often present in chronic bronchitis is usually 
aggravated by bacterial infection. This symptom is due in most cases to 
mucosal cedema and retained secretions associated with ‘air trapping’, and 
seldom to actual bronchial spasm. An antibiotic should always be given in 
these cases but symptomatic improvement is often slow and may not occur 
for some days after infection has been controlled. 
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SHORT-TERM TREATMENT 

Every episode of bacterial infection in every patient with chronic bronchitis 
must be treated with the least possible delay. The most reliable criterion 
of infection is the presence of pus in a specimen of sputum inspected by a 
doctor, but many patients can subjectively recognize the onset of infection 
at a slightly earlier stage from the prodromal symptoms. Bacteriological 
examination of the sputum is a slow and unreliable method of detecting 
infection, and valuable time may be lost if treatment is deferred until the 
bacteriologist’s report is available. 

Respiratory failure-—The situation in patients with respiratory failure is 
so desperate that the presence of infection should always be assumed and 
an antibiotic given even when any sputum the patient can manage to cough 
up is not frankly purulent. It must be remembered that the control of 
infection by an antibiotic takes at least forty-eight hours, often longer, and 
other measures such as oxygen therapy, respiratory stimulants and tracheos- 
tomy may be required in the intervening period. 

Right-sided heart failure-—As in respiratory failure, an antibiotic should 
be given irrespective of the state of the sputum, along with routine measures 
for the control of cardiac failure. 


PREPARATIONS AND DOSAGE FOR SHORT-TERM TREATMENT 
Penicillin.—Because of the predominance of H. influenz@ in infections 
associated with chronic bronchitis, penicillin, whether given orally or 
intramuscularly, is too unreliable to be of practical value and should not be 
used except in conjunction with streptomycin. 

Penicillin and streptomycin.—Given intramuscularly in combination this 
is probably the most effective form of treatment for the short-term control 
of bacterial infection, particularly that associated with pyrexia or frank 
pneumonic consolidation. Benzylpenicillin, 0.5 to 1 mega unit, and strep- 
tomycin sulphate, 0.5 to 1 g. (dispensed together as ‘crystamycin’), should 
be injected twelve-hourly for a period of seven days. Because of the need 
for frequent injections this form of treatment is more suitable for hospital 
than for domiciliary practice. 

Tetracycline and its derivatives—Despite claims for the marginal sup- 
eriority of certain drugs in this group I have found no convincing evidence 
on which to modify my practice of using the parent substance, tetracycline. 
A dose of 250 mg. six-hourly by mouth is sufficient to control infection in 
most instances, but in refractory cases the dose may have to be raised to 
500 mg. or even 750 mg. six-hourly. A seven-day course of treatment is 
usually adequate. Being given by mouth, tetracycline is the most convenient 
antibiotic for domiciliary practice. Most patients who have frequent episodes 
of infection can safely be allowed to keep a small stock of tetracycline tablets 
and instructed carefully on the indications for starting treatment. Few 
patients abuse this privilege and it undoubtedly ensures that each infection 
is promptly treated. 
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Chloramphenicol.—Because of its powerful action against H. influenzae, 
chloramphenicol, given in a dose of 250 to 500 mg. six-hourly by mouth, 
is a highly effective drug in the treatment of infective exacerbations of 
chronic bronchitis, but because of its liability to cause toxic depression of 
the bone marrow it should be used only when the other antibiotics have 
failed. It should not be given for more than seven days at a time and only 
in exceptional circumstances should a course of treatment be prescribed 
more than twice a year. 

Erythromycin, novobiocin and methicillin have no place in the treatment of 
chronic bronchitis except when serious intercurrent infection with drug- 
resistant staphylococci develops. 

Ampicillin (‘penbritin’), the new broad-spectrum penicillin, is active in 
vitro against H. influenza. Being bactericidal and practically non-toxic, it 
may prove to be superior to the antibiotics at present being used in the 
treatment of chronic bronchitis. No information is yet available, however, 
about its clinical value in this condition. 


SUPPRESSIVE TREATMENT 
This differs from antibacterial prophylaxis in that the aim is the suppression 
rather than the prevention of infection. It should be given if infection recurs, 
on an average, one month or less after the end of each short-term course 
of treatment. Most patients require it only during the winter months; others, 
advanced cases particularly, may need it all the year round. Suppressive 
antibiotic treatment represents an attempt to stop further pulmonary 
damage by keeping the bacterial population in the bronchi and lungs at a 
low level and preventing acute exacerbations of infection. In advanced cases 
it may help to defer the development of respiratory and cardiac failure. 
Many reports have been published recently on the results of this form of 
treatment, in which tetracycline was the antibiotic usually employed. The 
earlier reports, such as those of Buchanan and his colleagues (1958) and 
Murdoch and his colleagues (1959), were almost unanimously favourable, 
but those published more recently have been less enthusiastic (British Tub- 
erculosis Association, 1960; Pridie et al., 1960). Although these less satis- 
factory results may be explained by superinfection with drug-resistant 
staphylococci and gram-negative bacilli, which may have become a more 
common event since suppressive antibiotic treatment came into wider 
use, it is perhaps noteworthy that a lower dosage of tetracycline (500 mg. 
a day) was given in the later trials. No trial in which a dose of 1 g. or more 
daily of tetracycline was used has so far failed to record good results in a 
majority of cases. The method of reporting success or failure in all these trials 
may, however, be misleading. So far as clinical practice is concerned, it is of 
little value to know whether 80 per cent., 50 per cent. or even 10 per cent. 
of the patients obtain benefit. The response of the individual patient is what 
really matters. Prolonged suppressive treatment with an antibiotic should 
therefore not be recommended unless it is certain that infection in the patient 
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being studied is capable of responding to short-term treatment, as shown by 
symptomatic improvement and the clearance of pus from the sputum. Those 
patients in whom infection can be effectively suppressed may derive substan- 
tial benefit from long-term treatment. Many are almost completely relieved 
of respiratory symptoms and there is often a great improvement in 
general health. 


PREPARATIONS AND DOSAGE FOR SUPPRESSIVE TREATMENT 
Although phenoxymethylpenicillin was reported to be of limited value in one 
recent trial (British Tuberculosis Association, 1960), the general consensus 
of opinion is that tetracycline or one of its derivatives is the only effective 
antibiotic which can be administered for long periods without serious danger 
from side-effects. ‘There should be an initial trial period during which 
tetracycline in a dose of 250 mg. six-hourly is given for a week. At the end 
of that period a morning specimen of sputum should be inspected. If it is 
mucoid or contains only a trace of pus the same treatment should be con- 
tinued for a further period of four weeks, a specimen of sputum being 
inspected at the end of each week. If all these specimens are virtually free 
of pus long-term treatment is fairly certain to prove effective. If the response 
falls short of this it is doubtful whether the patient will derive sufficient bene- 
fit from long-term treatment to warrant the very considerable expense in- 
volved (around {£70 for a six-month period as calculated from fortnightly 
prescriptions with full dispensing charges). Some patients require a larger 
dose (1.5 to 2 g. a day) to control infection, while others remain well when 
given only 500 to 750 mg. a day. The appropriate dose in the individual 
case can be found only by trial and error. 

A number of patients, perhaps 20 per cent., are unable to tolerate pro- 
longed suppressive treatment with tetracycline because of gastro-intestinal 
side-effects. 

SUMMARY 
The rationale of antibiotic treatment in chronic bronchitis is discussed. An 
account is given of the clinical indications for this form of treatment and 
of the antibiotics commonly prescribed. 


My thanks are due to Dr. A. C. Douglas for helpful criticism and to Miss 
Maureen Urquhart for secretarial assistance. 
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THE PREVENTION AND 
MANAGEMENT OF BRONCHIECTASIS 


By A. BRIAN TAYLOR, M.D., F.R.C.P. 
Physician, United Birmingham Hospitals 


BRONCHIECTASIS means widening of the bronchi but the clinical features of 
the condition are characterized by the production of purulent secretions in 
the areas involved and the persistent coughing up of this purulent sputum. 
It is wise to emphasize this incessant, persistent cough and sputum as it 
points strongly to the presence of the disease and is not usually found in 
diseases such as bronchitis or nasopharyngeal catarrh, which tend to be 





Fic. 1.—Atelectasis produced by bronchial obstruction, either proximal (a) or 

distal (b). Inspiratory expansile forces act directly on the bronchial walls 

to dilate them if weakened by infection, so producing bronchiectasis. 
intermittent. Hemoptysis and recurring pneumonia with apparently incom- 
plete and slow resolution may also be presenting symptoms. Physical signs 
are very variable and it may be difficult to detect any definite abnormality. 
On the other hand, evidence of more or less lung collapse with bronchial 
breathing and numerous rales may be striking. Clubbing of the fingers 
occurs in about half the cases but there seems no clear reason why it should 
occur in some and not others. The gross amounts of extremely offensive, 
purulent, green sputum and emaciation are rarely seen nowadays. 


ETIOLOGY 
It is difficult to explain precisely the exact mode by which bronchiectasis 
develops, but as a rule obstruction and infection are the important forces 
(Table I). The former may be of a lobar or segmental bronchus leading 
to an anatomical part of the lung (fig. 1a) or of one or many terminal 
bronchi (fig. 1b), in both cases resulting in atelectasis. Inspiratory negative 
pressure is thereby directly applied to the bronchial walls. (In aerated lung, 
violent inspiratory effort, such as precedes coughing, acts on the more 
fragile lung tissue and the alveoli are vulnerable and tend to dilate, leading 
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to emphysema.) If the bronchi remain healthy they can withstand much 
pulling and if the obstruction is later relieved the lung can re-aerate and 
recover. If, however, infection accompanies the obstruction or follows it, 
inflammatory change in the bronchial walls weakens them and allows 
dilatation to result from the pull of inspiratory negative pressure. In some 
cases the degree of airlessness is not very remarkable and the softening and 
degenerative inflammatory process seems to facilitate the dilatation. 

It has been shown radiologically that in whooping-cough viscid sputum 
drawn into the lungs during the characteristic whoop leads to areas of 





Causes of | Foreign body: (a) Complete obstruction 
obstruction (b) Obstruction completed by the damage of infec- 
tion from the foreign body 
Tumour: (a) Malignant 
(b) Benign: e.g. adenoma 
Tenacious, viscid mucus: e.g. with whooping-cough, after operation 
Thick pus inhaled: (a) From the mouth, sinuses or nasopharynx 
(b) From a neighbouring abscess in the lung 
Hilar glands enlarged: e.g. in the primary complex of tuberculosis 
(especially in children by kinking the small soft brenchi in their 
acute angles of division) 
Caseous material from tuberculosis 
Inhalation from cesophageal regurgitation 





Causes of Infected foreign body Bronchitis 
infection Descending infection Lung abscess 
Pneumonia Empyema 














TaB_e I.—Etiological factors in bronchiectasis. 


atelectasis. Usually these rapid!y clear and aerate again; occasionally, as in 
debilitated children, they may remain and secondary infection accompanying 
or following the whooping-cough provides the second factor in producing 
bronchiectasis. Cases occurring in this way often show a special bilateral, 
symmetricai distribution of the disease, particularly in the anterior branches 
of the bronchi, presumably due to the typical posture of the child in the 
attacks of whooping-cough (fig. 2). 

The clinical state of bronchiectasis—cough and persistent purulent 
sputum—date from the time of the infection and this may be the same as 
the atelectasis or after a considerable interval. Once established the con- 
dition persists indefinitely and there is no natural recovery. If the lesion 
remains localized and well drained it may be compatible with reasonable 
health and not unduly affect lung function. Progressive spread can occur 
by spill-over of pus into the adjoining bronchi, but this does not usually 
happen and the disease remains isolated. Associated bronchitis and emphy- 
sema, however, can lead to more disability and trouble. Increasing venti- 
latory deficiency and the tendency of chronic and recurring infection to 
produce pulmonary hypertension lead to respiratory crippling and right 
heart failure. 


DIAGNOSIS 
Plain x-rays of the chest may show little abnormality in the presence of 
quite severe bronchiectasis. The dilated bronchi themselves are hardly 
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likely to produce shadows but related atelectasis, either lobar or segmental 
or scattered may produce varying degrees of opacity (fig. 3a, 4a). Similarly, 
the secondary compensating emphysema may be noticeable and suggest the 
primary lesion. 

Bronchography is the certain method of demonstrating the condition and 
its exact extent (fig. 3b, 4b). The methods for introducing the opaque 
medium—propyliodine (oily or watery)—are very varied, but familiarity 
with one is the most important prerequisite for adequate films. 


Personally, I inject the medium under local anzsthesia directly into the trachea 
through the crico-thyroid membrane or first part of the trachea, with the patient 





Fic. 2.—Lateral bronchogram, showing extensive bronchi- 
ectasis of the left lung, mainly affecting the anterior 
divisions of the upper and lower lobes. 


horizontal and rolled from one side to the other during the injection and (most 
important) breathing freely throughout, to draw it into the secondary bronchi. 
Films are then taken in the postero-anterior and left and right oblique positions 
and these show clearly all the areas of the lungs. 


Many other methods are available and each has its advocates and advan- 
tages. Similarly, unilateral filling is occasionally desirable, but two sessions 
are then necessary to show both lungs. A full knowledge of the anatomy 
of the bronchi is needed to interpret the bronchogram. 


PREVENTION 
Consideration of the etiological factors points to the possible ways of pre- 
venting the development of bronchiectasis. The management of whooping- 
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cough and its prevention, and the use of antibiotics if there is secondary 
infection, reduce the danger from this disease. The infrequency of undiag- 
nosed primary tuberculosis with varying atelectasis due to the hilar glands 
has notably reduced the incidence of permanent lobar collapse susceptible 
to secondary infection. Anti-whooping-cough vaccination and BCG vac- 
cination have reduced the incidence of both diseases. 

Antibiotics for respiratory infection have limited the dangers of persisting 
bronchial infection and lung suppuration is now a rare phenomenon. The 





(a) (b) 
Fic. 3.—(a) Plain x-ray of chest showing shadow of atelectatic left lower lobe behind the 
heart shadow. (b) Bronchogram showing crowded widened bronchi occupying the 
atelectatic lower lobe. 


early removal of inhaled foreign bodies is more readily carried out by the 
many competent bronchoscopists now available in this country. Early clear- 
ing of aspiration pneumonia and postoperative atelectasis by vigorous 
physiotherapy and concomitant antibiotics reduces the risks of developing 
bronchiectasis. 

There is no doubt that bronchiectasis occurs much less commonly and 
much less severely today compared with the days before antibiotics and 
before the modern conception of physiotherapy for lung diseases. 


TREATMENT 
In established cases treatment can be either medical or surgical. In principle, 
medical treatment consists of free drainage of the affected area, prevention 
so far as possible of re-infection, and treatment of infection by antibiotics. 
The first part is to carry out postural drainage as often as possible: the 
effectiveness of this is shown in upper-lobe lesions where the continuous 
natural drainage leads to minimal symptoms. With children and those 
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amenable to prolonged continuous drainage the diminution of sputum can 
be remarkable, but the method is inconvenient and a nuisance. Previous 
bronchography will show the best position for gravity to exert its effect, 
assisted by free breathing, percussion of the chest and coughing. A physio- 
therapist can produce the best effects and can teach the patient how to carry 
on this procedure. 

Antibiotics, preferably after bacteriological examination of the sputum to 
show which is most effective, can reduce the degree of infection and make 








(a) (b) 
Fic. 4.—(a) Plain x-ray showing shadow of atelectasis in lower part of right lung. 
(b) Oblique bronchogram showing that the shadow consists of the right middle and 
lower lobes and the bronchi are dilated with no filling of the alveoli. 


the sputum both less in quantity and also less in purulence and offensiveness. 
They should be used from time to time for periods of a week or two and 
when added respiratory infection threatens to exaggerate the symptoms of 
the bronchiectasis. Repeated courses of chloramphenicol are dangerous 
because of the risk of inducing blood dyscrasias, but penicillin, the sul- 
phonamides or the tetracyclines may be used over and over again. No 
medical treatment can cure bronchiectasis which is due to permanent struc- 
tural change, but conscientious persistence with it can make the symptoms 
of mild bronchiectasis. quite trivial or keep the patient with severe and 
extensive disease from suffering unduly and being prevented from working. 
In fact it is often remarkable how a patient with extensive disease can 
manage to maintain a fairly normal active life by a small persistence with 
these medical measures. 

Surgical excision of the affected areas is the only curative procedure for 
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the symptoms of bronchiectasis and all the areas affected must be removed. 
There is little virtue in removing part and leaving the patient with still 
some cough and sputum. Careful bronchography is therefore necessary to 
delineate the lesions, and careful assessment of lung function to decide 
whether the extent of the lesion is sufficiently limited so that its removal 
will not seriously cripple the patient’s respiratory function. Unilateral 
lesions confined to a lobe or less are obviously the most suitable and leave 
an adequate residual amount of lung to fill the hemithorax. Results can then 
be extremely gratifying to the patient and to the medical adviser. Operations 
of this sort in young people have a very small mortality and few complica- 
tions in these days of expert thoracic surgery, employing as they do good 
anesthesia, postoperative physiotherapy and the other adjuvants such as 
blood transfusion, easy x-ray control and judicious use of antibiotics. 
Hemoptysis presents a problem in treatment as continued postural drain- 
age and exercises may seem to prolong the bleeding. More danger is likely 
to ensue from excessive caution and the use of sedatives by allowing reten- 
tion of blood and secretions and so leading to pneumonia. The hemorrhage 
is rarely copious or dangerous (though always alarming) and the patient 
should be encouraged to cough it up. Antibiotics should be given in case 


an infection has led to the bleeding. Often there seems to be no particular . 


precipitating cause. If excision of the bronchiectatic area is feasible this is 
the only certain way of preventing further hemorrhage. 

Bilateral disease, an age over 30, associated bronchitis and emphysema, 
as well as an unenthusiastic patient, all militate against the best results. In 
addition, associated upper respiratory infection is an important considera- 
tion. Chronic sinusitis often accompanies bronchiectasis; it cannot be 
cleared effectively until the bronchiectasis is relieved, and treatment of it 
must be carefully coordinated with the treatment of the lung lesion and 
timed to fit in with the surgical procedures. After operation ‘return to 
normal activity can be expected and should be encouraged. When limited 
amounts of lung tissue have been excised little or no residual disability 
should be expected and the patient should be encouraged to lead a normal 
active existence. 

GENERAL HEALTH 

In all cases care of the general health is obviously desirable. An active life 
and avoidance of obesity are helpful. Summer weather is advantageous and 
to live in the best possible climate should be attempted: in England the 
south is better than the north; and for those few able to winter abroad 
there are such places as Switzerland or the Mediterranean coast. Avoiding 
crowded places during times of frequent colds and influenza epidemics is 
sensible. Outdoor occupations may be agreeable in the summer but do not 
suit everyone in the winter. Smoking may seem to stimulate coughing and 
clearing of the sputum, but in the long run it encourages the development 
of bronchitis and emphysema in the remaining lung tissue and contributes 
to early and excessive disability. 
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THE PROBLEM OF EMPHYSEMA 


By JOSEPH SMART, M.D., F.R.C.P. 
Physician, London Chest Hospital 


PULMONARY emphysema is a condition in which the alveoli of the lungs and 
the terminal bronchioles are dilated, and their walls over-distended. This 
is a broad definition based on sections of the lung. In order to understand 
the problem of emphysema it is necessary to consider the changes which 
occur in the lungs, the normal physiology of the lungs and the way in which 
these changes alter it, and finally what can be done for the patient in order 
to improve his lung function and thus relieve his symptoms. 

The disease is caused by various factors, the most common being chronic 
bronchitis and the associated chronic obstruction to the airways within the 
lung. It may also occur as a result of degeneration, this being seen more 
commonly in the senile or atrophic type. Localized emphysema may be 
associated with large bulla and abnormalities of the pulmonary vasculature. 
Finally there is compensatory emphysema. Of these various types, that 
secondary to chronic bronchitis is by far the most common, but it is essen- 
tial that an accurate diagnosis should be established, as the localized con- 
dition requires quite different treatment from that due to chronic bronchitis. 

At a Ciba Foundation symposium, the definition of emphysema was con- 
sidered in detail, and the difficulty of accurate clinical diagnosis was 
apparent. The term ‘chronic non-specific lung disease’ was suggested 
(Report, 1959). The object of this discussion was to establish a common 
technology. 

EMPHYSEMA SECONDARY TO BRONCHITIS 

The diagnosis of emphysema is made from the history, x-ray appearances 
and, in certain cases, the physiological tests. The history is invariably one 
of shortness of breath, usually associated with bronchial spasm, cough and 
mucoid sputum, with exacerbations. On clinical examination there is 
evidence of chest deformity, with increase in the antero-posterior diameter 
and poor movements. The chest is resonant and on auscultation rhonchi 
and sibili are heard throughout. Radiologically, in the uncomplicated cases, 
the lungs are more radiotranslucent than normal, the ribs are held in the 
inspiratory position, the diaphragm tends to be flattened and the periphery 
of the lungs shows less markings than normal. The movements of the ribs 
and diaphragm on screening are diminished. 

The physiological investigations, which are helpful in these patients, can 
be divided into three main groups; (1) ventilatory tests, (2) carbon-monoxide 
uptake, (3) blood-gas analysis. The earliest physiological changes are seen 
in relation to ventilation, but later, as the disease progresses, impairment in 
the gaseous uptake becomes manifest, as shown by the carbon-monoxide 
uptake, and associated with this there are alterations in blood-gas levels. 

Pathology.—Lynne Reid (1954, 1958) has shown that the pathological 
December 1961. Vol. 187 (753) 
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changes appear to be linked largely with infection. This gives rise to damage 
to the respiratory bronchioles and alveoli, as well as causing an increase in 
the number of mucus-secreting glands in the trachea and bronchi. The 
damage which takes place in the periphery of the lungs, due to the infection, 
may cause alveolar collapse, partial obstruction to the bronchioles, with 
overdistension of the alveoli or minute abscesses within the alveoli. The 
treatment of infec- 
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exchange and gas Fic. 1.—Diagrams showing curve obtained with forced expir- 
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blood. 


Physiology.—(a) Ventilation —This may become impaired owing to the 
increased secretions, bronchial spasm, or collapse of the smaller bronchioles 
and occasionally, of the major bronchi, due to weakening of their walls. 
This can easily be demonstrated by the simple ventilation tests, in which 
the patient is asked to take as deep a breath as possible and then to exhale 
into a spirometer as forcibly and for as long as possible. The curve obtained 
in this way is then subdivided into the amount that is expired in one second 
and the total amount expired. As has been shown by Tiffeneau and others 
(1949), a normal person can expire 70 to 75 per cent. of the total amount 
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of air within the lungs in one second but, owing to the changes previously 
mentioned, the emphysematous patient can only expire a relatively small 
proportion of the air in one second, often only 30 per cent. of the total 
volume, and the total amount he can expire is also reduced. This is com- 
monly referred to as ‘trapping’ of the air within the lungs (fig. 1). 

(b) Oxygen absorption.—It is clear that with poor ventilation oxygen 
absorption will be diminished. In the emphysematous patient, however, not 
only is ventilation impaired, but also the absorption of oxygen from the 
alveoli, because of the pathological changes previously mentioned. This 
results in diminished oxygen uptake and can be demonstrated by carbon- 
monoxide uptake test. This gas is used because it has a dissociation curve 
similar to oxygen. 

In the test in its simplest form, the patient breathes air with a known percentage 
of carbon monoxide in it, breathing out through the non-returning valve into a 
Douglas bag, the time during which he is breathing and the volume of air taken 
in being recorded. The difference between the carbon monoxide percentage in 
the inhaled and exhaled air shows the amount of carbon monoxide taken up per 
minute. 

Another most important factor in relation to oxygen absorption is the 
ventilation perfusion ratio. This means that if the alveoli are well ventilated, 
with a normal blood supply, oxygen can easily be taken up, but if they are 
well ventilated with a poor blood supply, oxygen desaturation occurs and 
conversely, with poor ventilation but a good blood supply, desaturation will 
also occur. In patients with emphysema and bronchitis, the perfusion- 
diffusion ratio varies in different parts of the lung. 

Blood-gas analysis.—As is well known, the function of the lungs is two- 
fold: to absorb oxygen and to eliminate carbon dioxide. This depends upon 
the ventilation, the ventilation-perfusion ratio and the thickness of the 
membranes in the alveoli. The partial pressure of oxygen is the important 
factor which determines the passage of oxygen across the alveolar membrane 
into the capillaries and red cells. This will be lowered if the ventilation is 
poor and if there is imbalance in the ventilation-perfusion ratio. Owing to 
the shape of the oxygen dissociation curve, the partial pressure of oxygen 
falls off rapidly with arterial desaturation. 

The following figures will give some idea of this: with the normal 96 per cent. 
oxygen saturation the partial pressure of oxygen is about 88 mm. Hg, with 90 per 
cent. about 60 mm. Hg, with 80 per cent. about 45 mm. Hg and with 70 per cent. 
only 37 mm. Hg. 

The actual figure of arterial saturation is obtained from arterial puncture and 
subsequent blood-gas analysis. Carbon monoxide is given off much more 
easily than oxygen because the dissociation curve is nearly a straight line; 
hence the damage to the lungs must be moderately severe before there is 
any carbon dioxide retention. The carbon dioxide in the blood is measured 
as the partial pressure of carbon dioxide (pCO,) and this can be estimated 
in two ways. 


(a) By measuring the actual amount of carbon dioxide in the blood. 
(5) Indirectly, as was shown by Campbell and Howell (1960), by the re-breathing 
method, in which the patient re-breathes for 1} minutes into an anesthetic bag 
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containing approximately 2 litres of oxygen, the bag then being clamped off and 
the patient allowed to breathe quietly for two minutes, after which he breathes 
into the bag for a further twenty seconds, the gas in the bag then being analysed 
for carbon dioxide. 

During the first period of re-breathing, the amount of carbon dioxide in the bag 
approximates that in the alveoli, but owing to re-breathing the alveolar carbon 
dioxide may be slightly raised. During the two minutes when the patient breathes 
normally, the alveolar carbon dioxide returns to normal, and the slight adjustment 
of the gas within the bag is made during the short period when the patient breathes 
into the bag again. The figures thus obtained give the mixed venous pressure of 
carbon dioxide, so that by subtracting 6 from the figure the actual pCO, is 
arrived at. 

DEGENERATIVE EMPHYSEMA 


The degenerative type of emphysema occurs more commonly in older 
people, the chief symptom being shortness of breath, without cough or 
sputum. Clinically the patient may develop similar chest deformities as in 
the previous group. The chest is resonant and the breath sounds very weak, 
but there is little associated spasm. The ventilation is also impaired and 
the gaseous exchange and arterial blood changes similar, the chief difference 
being that the etiology is a degenerative one of unknown cause, and it does 
not appear to be linked with chronic irritation and infection. ‘The problem 
therefore is largely that of dyspnoea, which in the uncomplicated case is 
due to degeneration in the bronchioles and alveoli. ‘The pure degenerative 
type, however, is rare. 
TREATMENT 

The treatment of these two groups is similar, with the exception that in the 
former the chronic infection is a very important factor, particularly in view 
of the pathological findings reported by Lynne Reid. Apart from this, 
patients can be helped by improving their ventilation and by the use of 
oxygen. The latter raises the arterial saturation, but it is not safe to use it if 
the pCO, is high, as it may precipitate carbon dioxide narcosis, which is 
dealt with on p. 758. The oxygen is given preferably through a ‘venturi’ 
mask at the rate of approximately two litres a minute. 

The ‘venturi’ mask is a special mask supplied with two jets, each being separately 
controlled. The fine jet delivers oxygen at the rate of 1.8 litres a minute, and on 
passing through the mask draws in approximately 50 litres of room air by the 
‘venturi’ effect. This results in an oxygen concentration of 23 per cent. If more is 
required, it can be added from the second jet and in this way the oxygen content 
can be raised to 30 per cent. By this means the correct percentage of oxygen can 
be easily controlled. The mask is obtainable from Oxygenaire (London) Ltd., 
8 Duke Street, London, W.1. 

‘Portable’ oxygen, carried in a light-weight cylinder such as is used by 
mountaineers, is also of great value, and enables the patient to have a small 
supply constantly with him. 

The ventilation can be improved by antispasmodics, of which there are 
three main groups; adrenaline and ephedrine compounds, aminophylline 
and steroids. The effectiveness of these drugs can easily be ascertained by 
the simple ventilatory tests already mentioned. It is desirable to control 
these patients by the first two groups if possible, because of the complications 
which may arise with prolonged steroid therapy, but it is important to 
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remember that in elderly men the adrenaline and ephedrine compounds 
may precipitate retention of urine. A combination of the two groups is 
sometimes more effective and the use of a nebulizer is valuable,the inhaling 
of the drug often giving quick relief. It must be remembered also that if 
ephedrine is continued for a long period a temporary resistance may develop, 
the drug thereby becoming ineffective. In this case, the patient should be 
taken off it for two to three weeks, when its efficiency returns. 

Steroids, in the form of prednisone or prednisolone, give remarkable 
relief in certain cases, but they also give a sense of well-being, and not 
infrequently the patient will think he is better while in fact there is little 
or no improvement in ventilation. It is therefore important that the one- 
second forced expiratory volume and forced vital capacity tests should 
be carried out initially and the patient then put on to prednisone, 5 mg. 
thrice daily for a week, after which the tests should be repeated. If they 
are improved, prednisone should be continued, but if the patient merely 
feels better in himself and there is only slight or no improvement in the 
ventilation, then it should be discontinued. ‘The amount necessary is 
usually quite small, 10 mg. a day, occasionally going to 15 mg. a day, and 
it is seldom that the dose has to be increased. If a patient is on steroids it is 
important that he should carry a card stating this and the dosage, because 
in the event of emergency anesthesia, the anzsthetist must know which 
steroid and how much the patient is having. Complications such as fluid 
retention, moon-face, bleeding, psychological changes and osteoporosis 
should be borne in mind, but in the dose usually necessary these problems 
seldom occur. 

A most important factor in the treatment of emphysema is the patient’s 
mode of life. The respiratory reserve being low, if he tries to do too much 
too quickly, he will inevitably develop some oxygen lack and associated 
dyspneea and discomfort, but if he goes quietly and takes things at his own 
pace, he will be much more comfortable and able to work and lead a more 
or less normal life. Irritation of the bronchi and bronchioles is also a factor, 
and it is therefore wise for these patients not to be employed in dusty 
atmospheres. Cigarettes are most injurious, but pipe tobacco or cigars do 
not cause so much harm, as the tobacco is so strong that practically none 
is inhaled into the bronchial tree. 


COMPLICATIONS 
The two major complications which may occur are cor pulmonale and 
carbon-dioxide narcosis. 

Cor pulmonale.—Heart failure secondary to chronic chest disease was 
thought in the past to be largely due to increased pulmonary artery pressure, 
which gave rise to right heart failure. It has subsequently been shown that 
this is only part of the story and that the more important factors are acute 
anoxia and increased ‘work’ in breathing. ‘The common history is that the 
patient contracts an infection and then, two or three days later develops 
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cardiac failure with cedema, increased breathlessness, a raised jugular venous 
pressure and tachycardia. The pathological sequence of events is that as a 
result of emphysema, the arterial saturation is slightly reduced to start with, 
and consequent upon the infection a certain amount of the lung tissue is 
further damaged, which in turn causes further anoxia. This gives rise to 
an increase in respiration. As there is invariably considerable ‘trapping’ 
of the air within the lungs and often bronchospasm, there is a marked 
increase in the amount of work the patient has to do in order to ventilate 
his lungs, and it is a combination of these things which precipitates cardiac 
failure. In a recent series of cases admitted to Sheffield Royal Infirmary, in 
whom cor pulmonale had developed for the first time, it was shown that the 
arterial saturation was below 70 per cent. in all cases(Platts and Greaves, 1957). 

The treatment is bed rest, a salt-restricted or salt-free diet, oxygen, 
diuretics and digitalis. The oxygen must be administered with care because 
the pCO, is also often raised and there is the possibility of carbon-dioxide 
narcosis adding to the complications. By using a ‘venturi’ mask the risk of 
this is reduced and the concentration of oxygen given can be adjusted 
according to the patient’s needs. A good diuresis is seldom obtained unless 
there is adequate oxygenation. Such an episode must be regarded as a 
serious complication, following which many patients require regular diuretic 
treatment and a salt-restricted or salt-free diet. 

Carbon-dioxide narcosis arises only in patients with severe loss of pul- 
monary function. The respiratory rate is maintained by two independent 
mechanisms: the arterial saturation and the pCO, level. Both hypoxia and a 
raised pCO, cause an increase in the respiratory rate, but in the former it 
is directly related to the degree of hypoxia, whilst in the latter the patient 
gradually becomes acclimatized to a high pCO, so that this does not sub- 
sequently cause an increase in the rate. With further decrease in pulmonary 
function, or with an acute infection, both the hypoxia and the pCO, increase. 
The hypoxia causes a rise in the respiration rate, which in turn improves 
the ventilation, thereby eliminating more CO,, which prevents the pCO, 
from increasing. The administration of oxygen corrects the hypoxia and so 
the respiratory rate drops, but the pCO, rises because ventilation decreases, 
and it may reach the level when the patient becomes unconscious. This 
tendency can often be detected before unconsciousness occurs, there being 
a central cyanosis, inclination to sweat, involuntary jerky movements of the 
limbs, and sometimes twitching of the face. The administration of oxygen 
is then necessary, but it must be carefully controlled (e.g. with a ‘venturi’ 
mask) and the ventilation maintained at an adequate level to prevent the 
pCO, rising. Stimulants such as ephedrine are helpful and recently the use 
of dichlorphenamide has proved valuable. Frequent estimation of the pCO, 
should be carried out and very occasionally the admission of a patient to an 
acute respiratory unit may be indicated. Here, tracheotomy is performed 
and the tube connected to a mechanical respirator, so that an adequate 
oxygen supply and adequate ventilation can be assured. Because of the 
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tracheotomy, the dead space is considerably reduced and the ventilation is 
correspondingly more efficient. This highly specialized type of treatment 
cannot be undertaken except in a hospital where such units are established. 


LOCALIZED BULLOUS EMPHYSEMA 

Emphysema occurring in one lobe of the lung always suggests the possi- 
bility of a partial obstruction to the lobe concerned, but this is not always 
present and there may be emphysematous areas sometimes with a large 
bulla present, the etiology of which is unknown. These bullz may be uni- 
lateral or bilateral, and in the early stages do not cause any symptoms. 
In the later stages, however, dyspnea and symptoms associated with bron- 
chial spasm may occur. Radiologically, there is an emphysematous area and 
the lobe concerned is invariably bigger than normal. Air is usually ‘trapped’ 
within this lobe, so that if an x-ray is taken on expiration there is marked 
shift of the mediastinum away from the lesion. When present, bulla can 
be very thin-walled and difficult to see on the film. In such cases a broncho- 
gram is often a helpful diagnostic investigation. If such a case is found 
on routine examination, there is no indication for treatment unless there 
are symptoms and it can be shown that the air ‘traps’ within that portion 
of the lung are causing compression of the rest of the lung. If this is tak- 
ing place, surgical removal of the affected area greatly helps these patients. 
It is important to recognize that the increased radiotranslucency is due to 
an emphysematous area, the differential diagnosis being a small pulmonary 
artery to the affected lobe. In the latter case, whilst the lung may appear 
more translucent on the x-ray, the affected lobe is of normal size, or some- 
times even smaller than normal, and there is no ‘trapping’ of the air within 
the lobe on expiration. These bulla can be very large and resemble a spon- 
taneous pneumothorax, but there is no acute onset of symptoms, nor can 
the edge of the lung be detected. 


COMPENSATORY EMPHYSEMA 

This condition is not true emphysema and is caused by collapse of a lobe, 
the rest of the lung expanding to fill up the hemithorax. In most cases the 
collapsed lobe is obvious and the diagnosis simple, but occasionally, when 
the left lower lobe collapses behind the heart, the remaining part of the 
lung appears to be emphysematous. The treatment in such cases is to 
investigate the cause of the collapse rather than the emphysematous portion 
of the lung, and to deal with this. ; 
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COAL-WORKERS’ PNEUMOCONIOSIS 


By D. DAVIES, M.D., M.R.C.P. 
Physician Superintendent, Ransom Hospital, Mansfield, Nottinghamshire 


DirFIcuLTies and conflicts of opinion in the management of coal-miners 
and ex-miners with respiratory symptoms are common. The aim of this 
article is to clarify so far as possible some difficult and controversial points 
and to describe how one physician tries to deal with a complex situation. 


GENERAL CONSIDERATIONS 

Coal-workers’ pneumoconiosis is produced by the inhalation of fine dust 
over long periods. It appears most commonly in those working on the coal 
face but can occur in others. The harmful particles are small and to reach 
the respiratory bronchioles where the damage is done, they have to be less 
than 5 microns in diameter. I'he condition occurs in two forms: simple 
pneumoconiosis and complicated pneumoconiosis or progressive massive 
fibrosis. In simple pneumoconiosis the lungs are studded with focal collec- 
tions of coal dust and a little fibrous tissue measuring a few millimetres in 
diameter. Like some other conditions affecting the lungs, these show up 
poorly in ordinary post-mortem examinations but if the lungs are fixed in 
the inflated state and then cut into thin slices and mounted on paper by 
Gough and Wentworth’s (1949) technique, the lesions show up well. 
Such sections often show localized emphysema around the dust foci as 
well and this is believed to be the main cause of disability in simple 
pneumoconiosis. The chest radiographs of such patients show mottling in 
both lungs. 

A proportion of people with simple pneumoconiosis develop the more 
severe form, progressive massive fibrosis. Solid black areas of fibrous tissue 
develop, usually in the upper halves of the lungs. These may be only a 
centimetre in diameter but, as the name implies, they tend to grow slowly 
and may replace large areas of lung tissue. Progression in this way usually 
produces increasing disability, though some men with extensive massive 
fibrosis are still able to do a reasonable day’s work. The chest radiographs 
show the larger shadows of massive fibrosis with a background of simple 
pneumoconiosis. 

There is some controversy as to the cause of the transition from simple 
to complicated pneumoconiosis. It is not due to the length of exposure to 
dust, as is the case with the transition from early to advanced simple 
pneumoconiosis. The most widely held belief is that it is due to super- 
added tuberculosis. M. tuberculosis can only. be found in the sputum of 
about 10 per cent. of people with progressive massive fibrosis but a negative 
sputum is not unusual in active tuberculosis.’ At post-mortem examination, 
M. tuberculosis are found in about 40 per cent. This leaves 60 per cent. 
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unaccounted for. Some believe that these also are due to a low-grade 
tuberculous infection even though the organism cannot be isolated by 
present techniques. In normal guinea-pigs the vole bacillus (a type of 
M. tuberculosis of the same order of pathogenicity as BCG) produces mild 
self-limiting lesions. But vole bacilli and coal dust in the lungs produce 
severe disease and lesions similar to progressive massive fibrosis in man 
(King et al., 1957). This suggests that a low-grade tuberculous infection 
or infection by saprophytic acid-fast bacilli may be responsible for the 
remaining 60 per cent. 

At least one other factor is known to produce massive fibrosis. Miners 
with rheumatoid arthritis develop a special form of progressive massive 
fibrosis which is distinguishable both histologically and radiologically from 
the usual kind (Caplan, 1953). The lesions are somewhat akin to the nodules 
found on rheumatoid elbows. This is evidence that factors other than 
tuberculosis can produce massive fibrosis. 


DIAGNOSIS AND CLASSIFICATION 

Symptoms hardly help at all in diagnosis. It is a common complaint among 
miners that some with few symptoms get disablement benefit whilst others, 
crippled by dyspnoea, get none. There is only one symptom which is diag- 
nostic and it is rare. This is the fairly sudden coughing up of inky-black 
sputum, quite different in appearance from sputum mixed with coal dust. 
It is due to the liquefaction of an area of progressive massive fibrosis and 
its rupture into a bronchus. Radiography afterwards may show that an area 
of progressive massive fibrosis has become smaller or has cavitated. 

The only way of making the diagnosis is by radiography. Simple pneumo- 
coniosis is divided into three categories on x-ray appearances. 


Category 1 is the earliest stage with relatively few lesions. In Category 2, the 
lesions are more numerous and distributed over most of the lungs. In Category 3, 
they are profuse and cover the whole lung fields. 


Category 3 produces little diagnostic difficulty but good quality radio- 
graphs and some experience are required to identify category 1 and the 
lower ranges of category 2. Even so there may be considerable difficulty in 
obese, very old or emphysematous patients. 

These categories are quite arbitrary and the Medical Research Council 
did useful work in making available sets of radiographs showing the various 
stages. The sets were not entirely comparable as it was inadvisable to use 
the same subject every time a standard film was required. The International 
Labour Office in Geneva has now taken over this work and a reproducing 
technique gives almost identical sets. Even with standard films for com- 
parison and good radiography, there is considerable observer error in 
classification, particularly in the lower categories. 

Films showing progressive massive fibrosis are classified as ‘A’, ‘B’ or ‘C’ 
on an ascending scale, according to the size of the shadows. The difficulty 
here is to distinguish ‘A’ shadows from tuberculous lesions. An ordinary 
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form of tuberculosis does appear in the lungs of people with simple pneumo- 
coniosis. It behaves in much the same way as in dust-free lungs, chemo- 
therapy producing sputum conversion and radiological regression. In pro- 
gressive massive fibrosis of proved tuberculous etiology the prognosis is 
poorer and chemotherapy produces little radiological improvement, though 
it is usually possible to achieve a sputum-negative state. Differentiation of 
the larger areas of progressive massive fibrosis from unmodified tuberculosis 
is not difficult. 
CERTIFICATION 

A man believed to be suffering from pneumoconiosis, with a note to this 
effect from his doctor, can get a form for claiming benefit from the Ministry 
of National Insurance. He can do this even if he has left the industry or 
retired. An x-ray of his chest will be arranged and the film seen by a member 
of the Ministry’s Pneumoconiosis Medical Panel. If it does not show evi- 
dence of pneumoconiosis the claim will be rejected. The applicant may 
appeal against this decision and he will then appear before two members 
of the panel. In England and Wales in 1959, 481 people appealed and as 
a result 36 were certified as disabled. Those whose radiographs show 
evidence of pneumoconiosis also appear before the panel, which decides 
from the industrial history and radiograph whether the applicant is suffering 
from the disease. By tradition, but not by regulation, those having cate- 
gory 2 pneumoconiosis or more are certified. Some clinicians are satisfied 
that, at least in certain areas, by no means all those in category 2 are certified. 

It is only after a decision for or against certification has been made that 
disability is considered. A man with severe disability but radiological 
changes below the panel’s borderline will have his claim rejected and he 
will be informed by the insurance officer that he is not suffering from the 
prescribed disease, pneumoconiosis. If the changes are above the border- 
line, a man with no disability will be certified and paid benefit. Disability 
is graded in steps of 10 per cent. In assessing it other diseases are taken 
into consideration. The total disability may be 40 per cent., with 20 per 
cent. attributed to hypertensive heart disease and 20 per cent. to pneumo- 
coniosis. Benefit will be paid at the rate of 20 per cent. This is clearly 
understandable but the decision sometimes made to attribute 20 per cent. 
to bronchitis or emphysema and Io per cent. to pneumoconiosis may be 
very debatable, particularly if disability and radiological abnormality 
appeared more or less together. In such a case there is an appeal against 
the panel’s decision on disability but none against its diagnosis. A fresh 
application may be made after three months, however, and the man will 
then be seen by a different pair of doctors. 


RELATIONSHIP OF CATEGORY TO DISABILITY 
The incidence of chronic respiratory symptoms and disability i in middle- 
aged and elderly men in Britain is high. Outside the mines and other dusty 
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occupations, it is accepted that this is due mainly to chronic bronchitis and 
emphysema. 

In a recent survey of nearly 10,000 coal-miners in England, Wales and Scotland 
(Rogan et al., 1961), just over 20 per cent. had chronic symptoms, and over the 
age of 50 the incidence went up to 50 per cent. In the same survey, 19 per cent. 
had radiological evidence of pneumoconiosis (category 1 or more). Over the age 
of 50 the incidence was 45 per cent., although there was considerable variation from 
pit to pit. The correlation between respiratory symptoms and radiological abnor- 
mality was rather poor. Of those over 50 without pneumoconiosis, about 40 per 
cent. had symptoms. Of those of the same age with evidence of pneumoconiosis, 
about 60 per cent. had symptoms, and in general the more advanced the pneumo- 
coniosis the commoner the symptoms. There was the same poor correlation between 
radiological abnormality and tests of ventilatory function. 

This is not the only study to have made these points and it is fair to say 
that the presence or absence of category 1 or low category 2 pneumoconiosis 
on the x-ray of an elderly miner does not have much influence upon whether 
or not he has respiratory symptoms, shortness of breath or impaired venti- 
latory tests. ‘This is not so true at a younger age. On the whole, disability 
is much more closely correlated with advancing years than with radio- 
graphic changes. At the same time, category 3 pneumoconiosis and pro- 
gressive massive fibrosis are associated with greater disability at all ages. 
As a corollary, in miners without pneumoconiosis or with pneumoconiosis 
of low category, disability is due largely to chronic bronchitis and emphy- 
sema and there is the probability that coal-mining, even when it does not 
produce pneumoconiosis, increases the likelihood of developing respiratory 
disability. 

These points indicate the extreme difficulty of devising any satisfactory 
scheme of compensation, so that a man gets benefit for disability acquired 
because of his work but not for disability developing for other reasons. 
Some have advocated that benefit should be paid to all miners with shortness 
of breath whether they have pneumoconiosis or not but it is unfair to single 
out one industry when bronchitis is also common in others. If all industries 
were included, about 20 per cent. of workers over the age of 50 might be 
able to claim. In practice the failure of the present system seems to be due 
mainly to an attempt to draw a rigid radiological borderline below which 
all applicants are rejected. A miner with abnormality above this and little 
or no disability would not be particularly disappointed if his claim were 
rejected. But if he has had to take a light job and a lower wage because of 
dyspnoea and the mottling is adjudged to be below the borderline, he often 
feels aggrieved even if told that his trouble is due to chronic bronchitis. 
Payment of a common rate of benefit for sickness, be it occupational in 
origin or not, would go a considerable way to resolve the difficulty. It 
would not, however, solve the problem of a man who is disabled but still 
able to do a low-paid job. 

Simple pneumoconiosis does not lead to a measurable reduction in the 
life of a miner but progressive massive fibrosis does. 
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REASONS FOR REJECTION 

In 1958, the number of coal-miners who applied for industrial benefit 
because they suspected or believed they had pneumoconiosis was 14,598. 
Fifty per cent. were rejected on x-ray evidence alone, 30 per cent. after 
appearing before the panel, and 20 per cent. were certified as disabled. For 
many, application to the panel would have been the initial step. Others 
would already have been told that they had pneumoconiosis following a 
routine radiograph or one taken because of symptoms. People in this group 
in particular apply in the expectation of being certified and too often there 
is conflict of opinion. ‘The reasons for rejection of these claims are:— 

(1) The films have been incorrectly reported to show the presence of pneumo- 


coniosis or an opinion has been hazarded on a film of poor quality. In my experience 
the latter happens rather commonly. 

(2) The man has pneumoconiosis but it comes into category 1 and is therefore 
not certifiable even if he has symptoms. 

(3) He has category 2 pneumoconiosis or more but the panel considers, wrongly, 
that it does not reach this, or it habitually rejects those in the lower ranges of 
category 2. 


(4) The changes are so near the borderline between categories 1 and 2 that dis- 
agreement is often inevitable. 

A patient, unaware of these difficulties, may come to the conclusion that 
the first doctor was unreliable or that the panel was depriving him of 
something to which he was entitled. Considerable ill feeling is engendered 
by these conflicts, and efforts to reduce them are rewarding. It is helpful 
to have a physician in every area with experience of the problem to give 
advice in difficult cases. He must have access to an x-ray department that 
produces consistently good radiographs and he should be aware of the 
habits of the pneumoconiosis panel in the area. Most patients with category 1 
pneumoconiosis can be told that the radiographs show slight dust accumu- 
lation but that it is not responsible for any symptoms which they may have. 
This opinion is usually accepted and they are not referred to the panel. 
The borderline group are made aware of the difficulties in classification and 
go to the panel knowing that they may be rejected, not because there is 
no dust in their lungs, but because there may be insufficient to justify 
certification. It is advisable for them to be seen after visiting the panel so 
that doubts, difficulties and further management can be considered. In this 
way conflict can be reduced but not eliminated, and a fairly high proportion 
of those referred to the panel will be certified. 


‘ DIFFERENTIAL DIAGNOSIS 
Many conditions produce radiographic changes similar to, or indistinguish- 
able from, pneumoconiosis: for example, disseminated or miliary tubercu- 
losis, sarcoidosis, carcinomatosis, interstitial pulmonary fibrosis of the 
Hamman Rich type, and other rare conditions. The distinction can usually 
be made from the history, clinical examination, laboratory tests and tests 
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of lung function. ‘The reverse occasionally happens and a patient with 
pneumoconiosis is thought to have some exotic disease. 

A man of 68 was admitted to hospital with acute bronchitis. A few days later 
there was a request for information about him from a London teaching hospital. 
His was a case of considerable interest because six years earlier a seminoma of the 
testis had been removed. Two years later he was considered to have secondary 
deposits in the lungs and he was treated with radiotherapy. Though there was 
little radiological change, he remained surprisingly well. The man had migrated 
from Wales to London, there were dozens of coal-impregnated scars on his body 
and the x-ray of his chest showed pneumoconiosis with progressive massive fibrosis. 
Because a man has pneumoconiosis it is important not to attribute his 
symptoms to it without careful consideration. 


As an example, a man of 45 took a light job because of breathlessness. His chest 
film showed category 1 pneumoconiosis. From his history it became clear that his 
dyspneea was not strictly related to exercise and consisted of panting with super- 
imposed deep sighs, typical of emotional disturbance. Measurement of ventilation 
confirmed that there was little wrong with his lungs. He would readily have accepted 
an explanation that his shortness of breath was due to pneumoconiosis and he 
might well have become a permanent respiratory cripple. 


TREATMENT 

The lung changes in pneumoconiosis are irreversible but it is necessary to 
be on the alert for the development of complications. Superadded bronchial 
infection is common and may call for management in the same way as 
chronic bronchitis. In those with progressive massive fibrosis the sputum 
should be tested for M. tuberculosis at intervals. There is no evidence so 
far that antituberculous drugs are beneficial except when M. tuberculosis 
are being excreted. 


ADVICE ABOUT WORK 
The chief aim is to prevent progression, i.e. to prevent category 1 becoming 
category 2, category 2 from becoming category 3 and all cases from develop- 
ing progressive massive fibrosis. The following principles offer some 
guidance. 

(1) Simple pneumoconiosis does not progress after removal from dust 
exposure. 

(2) Category 1 cases rarely develop progressive massive fibrosis. 

(3) Cases in categories 2 and 3 may develop progressive massive fibrosis 
after leaving the pits. 

(4) Young people with progressive massive fibrosis show the most rapid 
progression and are likely to develop more severe disability. 

These points indicate that to ensure against serious disease, exposure to 
dust should be stopped at the stage of category 1. There would then be 
no progression of pneumoconiosis and progressive massive fibrosis would 
not develop. But advice has to be governed mainly by the man’s age. If 
he is 50 years old, it usually means that it has taken over 30 years to develop 
early disease and the risks of continuing are small. Under 50, advice to 
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work in low dust concentration has to be seriously considered, and if a man 
is under the age of 40, I have no hesitation in recommending that he should 
leave underground work. 

With category 2 pneumoconiosis, progressive massive fibrosis may de- 
velop even if men leave the mines, and the usual advice given is to work 
under dust-approved conditions: i.e. in areas where dust concentrations are 
comparatively low and for coal dust this is less than 850 particles per ml. 
in the range 1 to 5 microns. It is believed that under such conditions the 
risk of progression of simple pneumoconiosis is small. Epidemiological 
work in progress will provide more evidence as to whether this is true. 

With category 3, the damage has been done, apart from the development 
of progressive massive fibrosis. Such cases are advised to work under dust- 
approved conditions. When progressive massive fibrosis is present it is 
unlikely that dust exposure matters much any longer. Progression is com- 
moner in the young and they are encouraged to enter a light trade early 
so that their economic future is less likely to be blighted by increasing dis- 
ability. There is also some suggestive evidence that heavy work accelerates 
the rate of progression. 

One fault in the management of coal-miners is to leave the young with 
category I pneumoconiosis in heavy dust concentration until it has pro- 
gressed to category 2. Another is to advise the elderly to leave underground 
work or the industry when it cannot profit them. Unemployment may be 
the result of leaving the beneficent wing of the National Coal Board. For 
those with established bronchitis it may even be better to do a fairly light 
job underground in a warm dry atmosphere containing coal dust than to 
get the kind of alternative work available in areas with heavy industry and 
be more exposed to the ravages of our climate. 

Dust suppression in the mines is being pursued with increasing energy 
and the benefits may be seen in future decades. At present, every year 
roughly one to two per cent. of those with category 2 or 3 simple pneumo- 
coniosis develop progressive massive fibrosis. With the steady decline of 
tuberculosis an early and progressive fall in this is expected. 
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THE ACUTE RESPIRATORY 
INFECTIONS OF CHILDHOOD 


By I. J. CARRE, M.D., M.R.C.P., D.C.H. 
Lecturer in Child Health, The Queen’s University of Belfast 


RESPIRATORY infections are the most commonly encountered of pzdiatric 
disorders and account for more childhood deaths than any other single con- 
dition. Fry (1961) records that approximately half of all paediatric work in 
general practice is concerned with the management of respiratory infections 
and that each year about half of all pre-school children attend their family 
doctor with a respiratory illness. The Newcastle study of 1000 families has 
given comparable results. 

Excluding minor colds, each child in this study suffered an average of one sig- 
nificant respiratory infection annually during the first five years; these infections 
represented about two-thirds of all the significant infective episodes and one-half 
of all the illnesses suffered by these children at this age (Miller et al., 1960). 

As well as causing a great deal of ill health, respiratory infections are 
responsible for a distressing loss of life in early childhood. 

During 1959, in England and Wales nearly 2000 children aged between 1 and 
12 months and slightly over 500 aged between 1 and 5 years died from respiratory 
infections (Registrar General, 1960). Even though the mortality falls progressively 
with increasing age, infections of the respiratory tract caused the death of 150 
children aged between five and 10 years during the same year. This total of 2,650 
deaths was almost 1000 more than the number dying from congenital malformations, 
approximately 1,750 more than the deaths from accidents (excluding suffocation) 
and 2000 more than the number of children dying from neoplastic disease, these 
three conditions being the next most common cause of death in this age-group. 

Clearly, infections of the respiratory tract constitute one of the” most 
challenging of present-day pediatric problems. 


ETIOLOGY 

Despite intensive study, the etiology of respiratory infections in children 
remains obscure. In many instances the causal agent defies detection. Even 
when a specific agent is recoverable the nature of the infecting organism 
often bears little or no relation to the type of illness or its severity (Morrison 
et al., 1957; Gardner et al., 1960; Kendall et al., 1960). What determines 
the invasiveness of any one particular group of organisms, and whether the 
resulting infection will be mild or severe or will affect principally the upper 
respiratory passages or the terminal bronchioles, is not clear. Certain pre- 
disposing factors, however, are apparent even though their mechanism of 
action may be purely speculative. 


CAUSAL AGENTS 
Bacteria.—Potentially pathogenic bacteria, i.e. Strep. pyogenes, Strep. 
pneumonia, Staph. pyogenes, H. influenze and coliform bacilli can be cul- 
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tured from supra-laryngeal cough swabs in over half the cases.’ The isolation 
of these organisms, however, does not of itself constitute proof that they 
are necessarily the causal agent of the child’s respiratory infection. In many 
instances these bacteria are more likely to be secondary invaders of an 
initial viral infection. 

Viruses.—During the past few years improvements in tissue-culture tech- 
niques have resulted in a host of viruses being isolated and incriminated as 
causal agents of respiratory illness in children. 


These include some nine types of adenovirus, the myxoviruses influenze A, B 
and C and parainfluenze types 1, 2 and 3—these latter three viruses were previ- 
ously called hemadsorption (H.A.) virus type 2 or Sendai virus, croup associated 
(C.A.) virus and H.A. virus type 1 respectively—various types of ECHO and 
Coxsackie A and B viruses, respiratory syncytial virus (chimpanzee coryza virus), 
‘Reo’ viruses, common cold viruses, measles, primary atypical pneumonia (P.A.P.) 
and the psittacosis group of viruses. 

Although the number of viruses isolated is large, the positive isolation 
rate among children with acute respiratory disease is relatively low. In three 
recent British studies viruses were successfully isolated from only 9, 17 and 
5 per cent., respectively, of the children investigated (Disney et al., 1960; 
Gardner et al., 1960; Connolly et al., 1961); serological evidence of a recent 
viral infection was obtained in another 3, 7.5, and 5 per cent. As yet there 
is no evidence that a single virus is specifically associated with any one 
clinical finding or syndrome although certain viruses tend to be more com- 
monly associated with some syndromes than others. For instance, whilst 
para-influenze viruses are more likely to be isolated from patients with 
laryngeal inflammation, an adenovirus is most likely to be recovered from 
children with an acute respiratory illness complicated by conjunctivitis. 
Recent studies (Beem et al., 1960; Chanock et al., 1961) suggest that the 
respiratory syncytial virus may prove to be an important etiological agent 
of acute bronchiolitis in infants. 


PREDISPOSING FACTORS 

Climate.—It is common knowledge that acute respiratory infections tend to 
be seasonal, occurring principally during the autumn and winter months. 
A positive correlation has been demonstrated between increases in respira- 
tory infections and sudden falls in environmental temperature (Reid et al., 
1953; Hope Simpson, 1958; Holland et al., 1961). Although this association 
would appear established in the case of upper respiratory infections the 
explanation for it is not. Nor is there any obvious reason why a seasonal 
trend should exist in the case of acute coryza, bronchitis and pneumonia 
but not in that of acute throat infections (Brimblecombe et al., 1958; Miller 
et al., 1960; Fry, 1961). 

Age.—Age has an important bearing on the outcome of respiratory infec- 
tions in children. As demonstrated by Morrison and her colleagues (1957), 
the age of the patient largely determines the type of response to infection. 
Acute bronchiolitis is characteristically a disease of infants whereas seg- 
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mental and lobar pneumonia is relatively uncommon under three years. In 
general, the younger the child the more likely is he to develop a severe form 
of respiratory infection, a fact which is very evident from the mortality 
figures quoted earlier. 

Social factors.—The recent studies of Douglas and Blomfield (1958) and 
of Miller and his colleagues (1960) have again emphasized the fact that the 
prevalence and mortality of respiratory infections in children increase with 
decreasing social status. As a result of these and other studies the relative 
importance of the many unsatisfactory social factors involved is now be- 
coming more clearly defined. Brimblecombe and his colleagues (1958) 
noted that overcrowding was the principal adverse social factor responsible 
for the increase in respiratory infections among children of working-class 
families. Other unsatisfactory social circumstances within the home seem 
likely to be more closely related to the outcome rather than the frequency 
of these illnesses. Miller and his colleagues (1960), for example, record that 
of all adverse social factors a low standard of maternal care was the one 
most intimately associated with the occurrence and mortality of severe 
respiratory infections. 

The importance of school attendance on the frequency of respiratory in- 
fections in children has been clearly demonstrated in recent epidemiological 
surveys (Lidwell and Sommerville, 1951; Douglas and Blomfield, 1958; 
Brimblecombe et al., 1958; Grenville-Mathers, 1960; Fry, 1961). Eldest 
children in a family and only children show an increasing incidence of 
respiratory infections during the early years which reaches a peak at school 
age and then gradually subsides. Children with an older brother or sister 
attending school demonstrate a similar pattern of infection except that the 
peak incidence occurs some two or three years earlier: presumably as a 
result of exposure to infection introduced into the family circle by the elder 
school child. Douglas and Blomfield (1958) also noted an increase in the 
number of respiratory infections suffered by children from households in 
which a member of the family suffered from a chronic upper respiratory 
infection. 

Miscellaneous factors.—An individual predisposition to infection of the 
upper respiratory tract has been noted by Brimblecombe and his colleagues 
(1958). Although allergic factors are commonly believed to be of etiological 
importance there is no conclusive evidence to support this. The possibility 
of some complicating disorder, such as an inhaled foreign body, muco- 
viscidosis (fibrocystic disease of the pancreas), congenital heart disease or 
congenital hypogammaglobulinzmia, should always be suspected in patients 
suffering from recurrent acute pulmonary infections. 


CLASSIFICATION AND CLINICAL RECOGNITION 
There is no entirely satisfactory method of classifying non-tuberculous 
respiratory infections of childhood. Attempts to classify these on an etio- 
logical basis are, for the time being at least, clinically unrealistic. Despite 
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its limitations, a classification based on the part of the respiratory tract 
most affected by the inflammatory process remains the most practical. 
Four primary groups can be identified on this basis: infections of (1) upper 
respiratory tract, (2) larynx, (3) bronchi and (4) lower respiratory tract 
(bronchioles and alveoli). 


INFECTIONS OF THE UPPER RESPIRATORY TRACT 

In this context the upper respiratory tract includes the nose and pharynx and 
the adnexz of sinuses and middle ears. The clinical features of the common 
cold, acute throat infections and acute otitis media are too well known 
to justify further repetition. One feature of acute throat infections in young 
children, however, is worth re-emphasizing: it is unusual for a young child 
with an acute pharyngitis and tonsillitis to complain of a sore throat. Thus, 
unless examination of the throat is carried out routinely on ill children this 
diagnosis will be missed. 


INFECTIONS OF THE LARYNX 

Infections affecting the larynx and neighbouring areas of the respiratory 
tract are characterized by a hoarse voice, harsh cough and noisy obstructed 
breathing (‘croup’). These infections are potentially dangerous because of 
their mechanical effect in causing obstruction of the airway, an obstruction 
which may develop with alarming rapidity. These infections occur most 
commonly in young children and often follow an upper respiratory infec- 
tion. Forbes (1961) distinguishes four clinical stages in progressive laryngeal 
obstruction. A first stage in which the patient is feverish, has a hoarse voice 
and possibly aphonia, a croupy cough and an inspiratory stridor noticeable 
only when the child is disturbed. This phase gives place to a second stage 
in which stridor is continuously audible, respiration becomes increasingly 
laboured with retraction of the soft tissues of the neck and lower ribs, and 
the accessory muscles of respiration are brought into use. Signs of anoxia 
characterize the third stage when, to the preceding clinical features, are 
added restlessness, an anxious expression, pallor, sweating and a rise in 
respiratory rate. In the fourth stage further deterioration occurs resulting 
in the appearance of cyanosis, exhaustion and ultimately death. 

In some cases the pre-eminent inflammatory change consists of supra- 
glottic oedema (acute epiglottitis). The infecting organism is in most cases 
H. influenza, with a few due to hemolytic streptococci. Early recognition 
of this type of infection is important because fatal respiratory obstruction 
is apt to develop with great rapidity. Clinically, there are two principal dis- 
tinguishing features. Since the larynx is not primarily involved in this 
disorder there is no preceding phase of hoarseness and aphonia and in place 
of an inspiratory stridor there is an expiratory snore caused by the vibration 
of the flabby swollen epiglottis and aryepiglottic folds (Forbes, 1961). On 
examination of the throat the epiglottis can usually be seen to be grossly 
swollen and cedematous. 
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INFECTIONS OF THE BRONCHI 

The features which distinguish acute bronchitis clinically are the presence 
on auscultation of bilateral scattered rhonchi and medium and coarse rales 
(moist sounds), which are often accompanied by harsh breath sounds and a 
prolonged expiratory phase. The respiration rate is not greatly increased. 
The onset of the condition is usually relatively acute and commonly follows 
an upper respiratory infection. A harsh hacking type of cough is the most 
constant and prominent symptom. A low-grade fever is usual. Constitu- 
tional disturbances are mild, most children simply being fretful and off 
their food. 

Whilst evidence of bronchial involvement may dominate the clinical 
picture it is common, especially in young children, for bronchitis to repre- 
sent only part of a more extensive inflammatory process in which either 
the larynx or lower respiratory tract is also affected. Such cases for the 
purposes of diagnosis and management should be classified as fundamentally 
laryngeal or lower respiratory-tract infections. In children with signs of 
acute bronchitis the recognition of a coexistent laryngeal infection presents 
little diagnostic difficulty. Extension of the inflammatory process to include 
the bronchioles and alveoli is recognized clinically by the more severe con- 
stitutional disturbance and greater respiratory distress so characteristic of 
lower respiratory infections; crepitations (fine rales), if present, will confirm 
the diagnosis. 

Wheezing with laboured breathing is a not uncommon accompaniment 
of acute bronchitis and this, particularly if repeated with subsequent 
respiratory infections, often raises the question of asthma and the possi- 
bility of chronic respiratory disease in later childhood. Wheezing, which is 
usually first noted in children of under five years, is a non-specific finding 
which may occur with any type of respiratory infection or disease. Thus, 
the presence of wheezing in no way justifies a diagnosis of asthma. Although 
it is impossible to give an etiological diagnosis at this age it is at least 
possible to provide a reasonably accurate prognosis. It is evident from the 
observations of Moller (1955), Miller and his colleagues (1960) and Fry 
(1961) that the natural history of wheezing attacks is for them to clear up. 
More than half the affected children will have only a single wheezing episode 
and of those with recurrent attacks Miller and his colleagues estimate that 
two of every three will have lost this tendency by seven years. That there 
is a continuing improvement after this age is certain. Fry records that of 
children who suffered one or more wheezing attacks 20 per cent. still had 
a tendency to this complaint at 11 to 12 years of age but only 5 per cent. 
at 15 to 17 years. 


INFECTIONS OF THE LOWER RESPIRATORY TRACT 
Depending upon whether the inflammatory changes are thought to affect 
predominantly the small bronchi and bronchioles or the alveoli and lung 
parenchyma, and whether the latter is patchy or segmental in distribution, 
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these infections are referred to as acute bronchiolitis (acute capillary bron- 
chitis), broncho-pneumonia or segmental pneumonia. Classical lobar pneu- 
monia is uncommon and when it occurs is most often seen in children of 
over three years. 

In the infant and very young child differentiation of these types of infec- 
tion is virtually impossible without radiological examination. Even then this 
distinction is often impossible as abnormal radiographic signs are not 
uncommonly absent or indefinite. From the point of view of management 
this inability to distinguish one condition from another is of little import- 
ance. Thus, whilst recognizing that differences in etiology and minor 
differences in clinical presentation may exist, it is sufficient for practical 
purposes to consider lower respiratory infections in young children as con- 
stituting a single entity. Children under 2 years, and especially infants of 
less than 6 months, are most commonly affected. These infections may 
follow an attack of pertussis, measles or acute bronchitis but more commonly 
are preceded by an upper respiratory infection which not infrequently has 
been acquired from an adult member of the household. After a few days 
the mild constitutional disturbances associated with this infection show a 
relatively sudden increase in severity. This worsening in the child’s con- 
dition, which may be ushered in by a convulsion or gastro-intestinal upset, 
is associated with the development of a dry and particularly distressing 
cough. Infants with much bronchiolar involvement develop a widespread 
obstructive emphysema secondary to plugging of the bronchioles with 
mucus and inflammatory debris; in these patients the chest may appear 
clinically over-expanded and hyperresonant on percussion. Retraction of 
the suprasternal soft tissues and intercostal spaces is not uncommon but is 
less marked than that seen in children with laryngeal obstruction. Ausculta- 
tory signs of bronchitis are almost invariably present with prolongation of 
the expiratory phase and scattered rhonchi and coarse rales audible over 
both lung fields. Crepitations may or may not be present; when heard, 
these sounds can be accepted as evidence of bronchiolar and alveolar 
involvement. 

The diagnosis of this group of infections depends more than anything 
else upon the severity of the associated respiratory distress and consti- 
tutional upset. The respiratory rate is increased to between 60 and 100 a 
minute, respirations are shallow with a pause occurring after inspiration 
instead of after the expiratory phase as in healthy children, there is move- 
ment of the alz nasz and an expiratory grunt is a distinctive feature. An 
apprehensive expression and extreme restlessness are particularly charac- 
teristic and important signs indicative of anoxia. Restlessness in these infants 
is manifest by irritability, recurrent crying, an ability to sleep for only brief 
periods at a time, continuous purposeless movements of all limbs and rolling 
of the head from side to side. Dehydration may occur as a result of the 
infant’s reluctance to take fluids, vomiting, diarrhoea and hyperventilation. 
Further deterioration will result in the appearance of cyanosis, Cheyne- 
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Stokes respiration, hyperpyrexia, convulsions, exhaustion, collapse and 
finally death. 

Lobar pneumonia in older children is of sudden onset. The patient’s 
temperature is commonly raised to 103°F. (39.4°C.) or over and the skin is 
dry and hot; herpes labialis is not uncommon. Respirations are rapid and 
shallow and a dry troublesome cough is usual. When the infection involves 
the right lower lobe pain may be referred to the right side of the abdomen 
so simulating acute appendicitis, whereas an upper-lobe consolidation may 
be associated with meningism suggesting the possibility of meningitis. Ab- 
normal clinical signs in the chest are typically absent during the first twenty- 
four to forty-eight hours. Diminished movement and impairment of 
percussion over the affected area provide the earliest clinical evidence of 
pneumonic consolidation. The classical findings of tubular breathing and 
crepitations are relatively late signs. 


MANAGEMENT 
In the management of these patients the family doctor is faced with having 
to make two important decisions: whether or not to use antibiotics and if 
so which ones, and whether or not to recommend hospital admission. The 
management of these patients is considered with particular reference to 
these two aspects. 

Infections of the upper respiratory tract.—Infections limited to the nose, 
pharynx and sinuses should be treated at home. Chemotherapy is only very 
occasionally justified, probably in less than 10 per cent. of cases. When 
such therapy is considered necessary on the grounds of the severity of the 
local and constitutional disturbances, sulphadimidine is to be preferred. In 
general, treatment is purely symptomatic and in this respect salicylates, e.g. 
soluble forms of aspirin, by easing discomfort and reducing the patient’s 
pyrexia provide the most valuable means of treatment and should be freely 
prescribed. When there is considerable nasal congestion and obstruction the 
instillation of nasal drops of 0.5 per cent. ephedrine in normal saline, pre- 
ferably a quarter-of-an-hour before meals and shortly before bedtime, may 
be helpful. There is no advantage in continuing with this form of therapy 
for more than five days. It is very questionable whether the inclusion of 
antibiotics in nasal drops is justified as not only is their value uncertain 
but there is always the possibility of inducing sensitization. Although still 
dispensed, oily nasal drops should never be used because of the danger of 
causing a lipoid pneumonia. 

The development of acute otitis media must be constantly borne in 
mind, especially in babies. Should this occur, antibacterial drugs, sulpha- 
dimidine and penicillin, must be given systemically in full doses. It is not 
sufficient merely to treat these infections with ear-drops containing anti- 
biotics. Myringotomy may be required and in these cases attendance at 
hospital will often be necessary. 

Infections of the larynx.—Patients with hoarseness, a croupy cough and 
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inspiratory stridor which is evident only when the child cries can be nursed 
at home but, since respiratory distress can develop rapidly, it is important 
° to ensure that the parents appreciate the need for frequent observation, 
especially at night. Antibacterial drugs should be prescribed because, even r 
if the infection is not primarily bacterial in origin, secondary bacterial infec- 6 
tion is likely. Penicillin and sulphonamides should be prescribed either 
alone or in combination. 

Patients with continuous inspiratory stridor and evidence of respiratory 
embarrassment with recession of the lower ribs and use of the accessory 
muscles of respiration should be referred to hospital. So must all patients Ww 
with evidence of supraglottic edema since deterioration may be rapid and (1 
the need for tracheostomy become a matter of urgency. These latter patients 
should be treated with full doses of chloramphenicol as H. influenze is I 
likely to be the infecting organism. Patients are much more comfortable 
if nursed in a warm moist atmosphere. This is best provided by a steam 
tent. There is no evidence that wetting-agent aerosols possess any advan- 
tages. All cyanosed patients require an immediate tracheostomy. A tracheos- 
tomy is also indicated in those non-cyanosed patients who, despite adequate 
conservative therapy, show increasing restlessness and exhaustion. 

Infections of the bronchi.—Provided the social circumstances are satis- 
factory these patients can be nursed at home. Children under 2 years of 
age should be treated with either penicillin or sulphonamides because of 
the danger of a bacterial infection spreading to the lower respiratory tract. 
Antibacterial therapy is required in only a proportion of the older children, 
the number requiring such treatment tending to decrease with increasing 
age. Antispasmodics such as ephedrine and aminophylline are of great value 
in patients of all ages, especially when there is evidence of bronchial spasm. 
Coughing is a troublesome feature of this disorder and a cough suppressant 
or sedative linctus, such as mixture of codeine for infants B.P.C. or opiate 
squill linctus for infants B.P.C., may occasionally prove helpful. 

Infections of the lower respiratory tract.—Whether or not hospital admis- 
sion is necessary depends very much upon the patient’s age. Because of the 
severity and mortality of these illnesses in babies, patients under 12 months | 
are better treated in hospital. Older children can be nursed at home provided 
social circumstances permit, the response to treatment is satisfactory and | 
the child is not in need of oxygen. | 

Antibacterial therapy should always be prescribed for even if the infection 
is primarily viral, secondary bacterial invasion is likely. Either sulpha- 
dimidine plus penicillin, or tetracycline may be given. In patients with ; 
radiographic or other evidence of a staphylococcal infection methicillin is 
the drug of choice. 

Anoxia resulting from bronchiolar obstruction is the principal cause of 
death in infants. Morrison (1955a) has drawn attention to the fact that the I 
most sensitive clinical guide to the existence of hypoxia is not cyanosis but 
restlessness: the more restless the patient the greater is the need for oxygen. 
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Conversely, the relief of restlessness affords a reliable guide to the effective- 
ness of oxygen therapy. Whilst many patients are improved by nursing in 
a standard oxygen tent (oxygen concentration 40 to 45 per cent.), others 
require the oxygen concentration in the inspired air to be raised to between 
60 and go per cent. before restlessness and hypoxia are relieved. These 
high oxygen concentrations can be achieved by using a face mask or special 
oxygen box (Morrison, 1955b). The employment of such procedures as 
endotracheal intubation, suction, bronchoscopy, tracheostomy and con- 
trolled positive pressure respiration must be seriously considered in patients 
whose respiratory insufficiency is not relieved by more conservative measures 
(Nisbet and Wilson, 1958). 

Patients are best nursed propped up or with the head of the cot elevated. 
It is essential that hydration be maintained, if necessary with intravenous 
fluids. Full doses of digoxin are indicated should cardiac failure develop. 
Corticosteroids have been used with the object of reducing the inflammatory 
reaction in the bronchioles (Dugdale and McGeorge, 1960); their value is 
not established. 
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AN ANALYSIS OF ATTEMPTED 
SUICIDE IN AN URBAN 
INDUSTRIAL DISTRICT 


By G. D. MIDDLETON, M.B., B.S. 
DESMOND W. ASHBY, M.D., M.R.C.P. 
AND F. CLARK, M.B., B.S., M.R.C.P. 
From the Queen Elizabeth and Bensham General Hospitals, Gateshead 


‘UNLAWFULLY attempting to commit suicide against the peace of our 
sovereign lady the Queen, her crown and dignity’ was a felony in England 
until recent months, but the more picturesque penalty for the crime, 
that is, burial at the cross-roads with a stake through the heart, was 
dropped in the early nineteenth century. Similarly, confiscation by the 
Crown of a person’s goods, which 
was also part of the original punish- 67 
ment, was dispensed with in 1870. ee 
Until recently, we were left in the 
somewhat anomalous position of 
deeming those who attempted sui- 
cide—and failed—to be felons in 
the eyes of the law, whereas we re- 
garded those who succeeded as 
having committed suicide ‘while 
the balance of the mind was dis- r x 8 + 
turbed.’ There is little doubt that Fic. 1.—Classification according to social 
much of the informed opinion in group in 219 cases of attempted suicide. 
this country favours this change in 
the law whereby attempted suicide is considered as a medical rather than 
a legal problem, because in a great many cases it is merely the individual’s 
last despairing effort to draw attention to his difficulties and is not a whole- 
hearted attempt at ending life. There is no evidence in world statistics to 
show that the suicide rate is higher in communities in which it is not a 
criminal offence; indeed, India and some of the Southern United 
States are now the only countries in which attempted suicide is still a felony. 

Figures for attempted suicide are difficult to obtain and the only reli- 
able ones are those cases known to the police. From a study of their 
figures, however, it would appear that the ratio of attempted to successful 
suicide is 1:1 whereas in our series the ratio appears to be much higher; 
3-5:1. It thus appears that many cases already being dealt with ‘medically’ 
rather than legally, have not been recorded in official statistics. 

This analysis is based upon a survey of all cases (219) of attempted 
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suicide admitted to our hospital group in the years 1953-1958. The group 
serves an industrial urban population of about 150,000. 


AGE, SEX, AND MARITAL STATUS 

Sex/age ratio: —Women outnumbered men by two to one. If the numbers 
for those under 50 and over 50 are taken separately the proportions of male 
and female remain almost constant. This is not in agreement with the 
general trend as reported by Stengal (1952), who claims that suicide is com- 
moner in men before the age of 50 and commoner in women over this age. 

Marital status :—This was as follows: 128 patients were married, 54 single, 
13 separated or divorced and 24 widowed. At first sight there would seem to 
be little significance in the relatively small number of broken marriages 
(6 per cent. approxi- 
mately), or widowed 
people (11 per cent.), 
but it is interesting 
to note that the cause 
of the reactive depres- 
sion in no less than 
73 out of 119 cases 
was marital discord. 
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Fic. 2.—Seasonal incidence in 219 cases of attempted OTHER FACTORS 
euteite. Social group: — The 


main incidence was in social groups III-V (fig. 1). As Gateshead is in 
an area with few members of the higher social groups, however, 
this distribution loses some of its import. A comparison with 200 
routine admissions over a similar period shows little difference in the social 
group distribution. Many of the ‘unknown’ category were women who were 
classified as housewives and no reference was made to the husband’s 
occupation in the hospital notes. 

Time of year:—There was no seasonal prevalence for attempted suicide 
but a low incidence was noted each April (fig. 2). 

Religion.—This has been stated by Epps (1957) to be unimportant in 
attempted suicides but we were surprised at our figures for Roman Catholics 
(48 out of 219), almost 20 per cent. of our series, whereas a control group 
of 219 routine admissions to the hospital group contained only 10.5 per cent. 
of Roman Catholics. 

Previous attempts.—Just under 13 per cent. of our patients (28 out of 219) 
had made previous suicidal attempts. This is a somewhat lower figure than 
that of Stengal (1952), who found 22 out cf 134 cases had made a previous 
attempt. 


ASSOCIATED PHYSICAL AND MENTAL ILLNESS 
Associated physical illness—This was noted in g1 cases, in which the chronic 
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nature of the illness and the poor results of therapy were considered to be a he 


factor which might well have contributed to the suicidal attempt. Our total p 
includes seven epileptics, nine alcoholics (all male) and seven cases of 

pregnancy and abortion, these three constituting the main provocative h 
factors. Other conditions included hypertension, angina pectoris, chronic cr 


respiratory disease, Parkinsonism, peptic ulcer. The incidence of alcoholism 
is low when considered in relation- 
ship to the local figures for drunken- 
ness which are among the highest in 
the country. 

Previous mental and psychiatric 
state—Our cases comprised 119 
psychoneurotics with reactive de- 
pression, 59 psychotics, 12 psycho- 
paths, 11 cases of hysterical gesture 
and 18 cases in which a firm diag- 
nosis was not made. Of the 219 
patients, 30 had previously been 
in a mental hospital. In 145 cases 
we have a psychiatric report on the 
patients. In many other cases the d 
patients were transferred directly to 20. 30. 40. 50. 6. ®. 8. th 
a mental hospital; two were referred Fic. 3.—Age range of the 59 psychotics among 
to the military authorities, six to 219 cases of attempted suicide. — 
the police. In the remainder we have recorded our own clinical diagnosis “ 
(often in the light of previous psychiatric reports or outpatient consulta- : 
tion). The age incidence in the psychotics (fig. 3)—32 less than 50 and 
only 27 over that age—was not in accord with other series in which the , 
diagnosis has been found to be commoner in the aged. The incidence of - 
psychopathy (5.5 per cent.) is much lower than the level of 20 per cent. 
previously recorded. 








AGENTS 

Barbiturates were the commonest agents used in attempting suicide although Ta 
there were large groups who used salicylate or carbon monoxide (as coal gas), 

and also a fairly large number using mixtures of these drugs (table 1). att 
When compared with the Registrar General’s figures for agents used in 

successful suicide (table II) it is noteworthy that carbon monoxide and ex 
injury are much less common in the cases of attempted suicide; this may be un 
due to the fact that they are a more efficient way of ending life if one is ge 
determined to do so. This impression, however, is not confirmed by further ait 
analysis of our cases of attempted suicide with carbon monoxide among Ju 
whom there were more psychoneurotics than psychotics. It is interesting that eff 
as many males as females used carbon monoxide (fig. 4), a tribute to its 31 


handiness, but more than twice as many females as males used barbiturates nil 
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—possibly because they were already in possession of them on account of 
poor sleeping habits. 

Among the miscellaneous group of drugs taken with suicidal intent were 
hypotensive drugs, antihistamines, ‘sonalgin’, ‘drinamyl’, a number of 
corrosives (e.g. ‘lysol’), and one case of cyanide poisoning. 

CLINICAL FEATURES 
State on admission.—Eighty-four of the patients were conscious and a 
further 31 were only drowsy on arrival at hospital, a total of 115 out of 219. 


























| No. of 
| 
Agent | cases 
Barbiturates gI 
Salicylates | 34 
Carbon monoxide 30 
A mixture of barbiturate, salicylate and 
carbon monoxide 33 
Other agents 31 | 





TABLE I.—Agents used in 219 cases of attempted suicide. 


Thus, in over half of the cases the attempt may be said to have been less 
than wholehearted unless we are to blame the patients for incompetence. 
This proportion of abortive attempts reinforces the claim of those who see 





























Year | 1953 | 1954 1955 1956 | 1957 

Total number of suicides | 4,754 5,043 5,000 5,282 | 5,315 
Number using analgesics/soporifics 447 | 534 595 702 695 
Carbon monoxide | 2,213 2,428 2,334 2,530 2,601 
Injury including: 

Hanging | 

Strangulation 

Firearms | 1,096 | 1,130 1,109 1,061 1,048 

Explosives 

Cutting and piercing instruments 








TABLE IJ.—Registrar General’s figures for agents used in successful suicide in England 
and Wales. 

attempted suicide as a call for help without any real intention of ending life. 

Treatment,—We have washed out the stomach routinely in all patients 
except those who have inhaled carbon monoxide alone, and in all 
unconscious patients have used prophylactic penicillin, in addition to the 
general principles of good nursing, turning two-hourly, maintenance of 
airway, and administration of fluids (intragastric or intravenous) as required. 
Just under half of the patients in light coma were allowed to sleep off the 
effects of their overdose. The other half of the lightly comatose and 29 out of 
31 of those in deep coma were given either supportive treatment, picrotoxin, 
nikethamide, methylamphetamine, or bemegride and amiphenazole. We 
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consider the main function of the latter drugs to be in bringing the deeply 
comatose to a safe state quickly so that they cause less anxiety to, and take up 
less time of, both nursing staff and house physician. Although impressed by 
the efficacy of bemegride and amiphenazole we consider that in many cases 
the patients would do well if left to sleep off their overdose, but the use of 
these drugs as a means of a rapid return to consciousness frees a nurse for 
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Barbicturates Salicylates Carbon monoxide 
Fic. 4.—Sex incidence of principal agents used in 219 
cases of attempted suicide. 


other duties and decreases the need for using respirators in those cases with 
respiratory depression. 

Disposal.—There were seven deaths. Eighty patients were transferred to 
a mental hospital and of these 43 were psychotic; 16 went to other forms of 
care; three to other hospitals; two to the army; six to the police and two to 
be followed up by the duly authorized officer. 


COMPARISON WITH OTHER AREAS 
No exactly comparable figures are available for cases of attempted suicide 
admitted to a general hospital in a similar industrial area. The only figures 
we have been able to obtain are those from the Registrar General which deal 
with cases of successful suicide or attempted suicide known to the police. 
Assuming thet the incidence of cases known to the police is a roughly 
constant proportion of the total number of attempted suicides we were 
surprised to find that this area had a lower incidence than a similar industrial 
area (Ipswich) and a considerably lower incidence than a rural community 
such as Cornwall or the Isle of Ely (table III), although here the different 
age distribution of the population may account for some of the difference. 
Our expectation had been that, in a part of the country where poverty is 
not uncommon and which is adjacent to some of the formerly ‘depressed’ 
areas of ‘T'yneside, we would find an incidence of suicide higher than average. 


DISCUSSION 
During the years under review the number of successful suicides recorded 
in the Registrar General’s figures for Gateshead was fifty-three. Even if 
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allowance is made for the fact that some of our cases came from outside 
Gateshead itself, nevertheless it would appear that attempted suicide was 
about four times as common as successful suicide. Further, as only six of 
our patients were referred directly by us to the police it appears that many 
such cases were either unknown to or ignored by the police. Since this is 
the case, the bringing up to date of the law, thus bringing it into line with 
current practice, is welcome. There can be little doubt that in many 
cases suicidal attempts are no more than ‘gestures’ seeking to draw atten- 



































| | | | | | | Average 
suicide 
Place | 1953 | 1954 | 1955 1956 | 1957 Aggregate yearly 
| | rate per 
| | million 
Gateshead II | g | 5 12 14 47 83 
113,500 | 113,610 113,200 | 111,900 110,900 563,110 
b = . ene 2 
Ipswich | 17 | 14 } 19 16 20 86 | 157 
107,508 | 108,300 | 109,200 | 110,300 | 111,900 | 547,200 
Cornwall 44 | gn | +4 | 40 30.—C*=*#YS' 189 III 
343,308 | 343,200 | 341,600 | 340,600 | 340,600 | 1,368,700 
Isle of Ely 13 |. 67 5 54 | 122 
88,420 | 88,600 | 88,700 | 88,900 88,890 448,510 








— iia General’s figures for suicides in selected parts of England and 
ales. 

tion to the patient’s difficulties. In these cases it is obviously preferable 
for the patient and his relatives to be allowed to escape the publicity of the 
courts and the stigma of conviction at law when the basic problem is a 
medical one; indeed 36 per cent. of our patients required not only 
psychiatric opinion but mental hospital admission. In a rather specialized 
survey of 100 women in Holloway gaol, Epps (1957) reported that 50 per 
cent. of her patients required mental hospital treatment. 

From our series we have concluded that women are more likely to attempt 
suicide than men, both under and over the age of 50, that barbiturates, 
salicylates and coal gas are the commonest agents employed. About 13 per 
cent. of the patients had attempted suicide previously and a similar pro- 
portion had also been in a mental hospital. More than half our cases were 
considered to be psychoneurotic, whilst 27 per cent. were frankly psychotic. 
The fact that only 3.2 per cent. died is further argument in favour of many of 
the attempts being little more than gestures. 

So far as the prophylaxis of attempted suicide is concerned there are 
several ways in which we feel the medical profession could help. First, we 
contend that the amount of barbiturate prescribed for hypnotic purposes 
should be curtailed. There is no doubt that many patients are given these 
drugs unnecessarily because of the false assumption that everyone requires 
a ‘full night’s sleep.’ The general public should be informed that sleep 
requirements vary and that there is no need for concern at inability to ‘sleep 
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the clock round’ without artificial aids. Again the merits of genuine hard 
work leading to physical tiredness and the paying of more attention to 
comfort and restful surroundings at bedtime would also be worth re- 
emphasizing to many people. In those few patients genuinely requiring a 
hypnotic we feel that only very limited amounts of barbiturate should be 
prescribed at any one time. Moreover, in many cases the sleeping tablets 
should be given not to the patient but to a responsible relative to be 
administered as requested, and in this way some cases of overdosage will 
be avoided. In this connexion we have had one or two cases of genuine 
barbiturate automatism which led to accidental overdosage with the drug. 

If barbiturates are to be used we feel that there is a definite place for their 
use combined with bemegride or a small dose of an emetic whereby when 
an overdose was taken its toxicity would be less except in cases of massive 
overdosage (McGuinness and Roberts, 1960; Skinner, 1960; Heffernan, 
1959). In many other cases we also feel that the non-barbiturate and some- 
what less potent hypnotic drugs should be prescribed. 

The principal objections to these measures are, first, that if a patient is 
determined to commit suicide he will either hoard his tablets until he has a 
lethal dose or will turn to an agent over which his doctor has no control, 
and secondly that, although the barbiturates are more potent hypnotics 
and thus potentially more lethal than the non-barbiturate hypnotics, we 
already possess a barbiturate antagonist whereas there is no specific therapy 
which can be used to counteract many of the other hypnotic drugs. Never- 
theless, despite these objections we feel that many of the cases of attempted 
suicide, which are no more than gestures, would be discouraged if it were a 
little more difficult to obtain such effective yet pleasant lethal agents as the 
barbiturates. 

Finally it must be admitted that in the old patient many of the suicidal 
attempts stem from poverty and loneliness coupled with degenerative 
disease. This being the case prophylaxis of attempted suicide in this group 
depends also upon the social and welfare services and, of course, even more 
importantly on the relatives. A more widespread development of the 
Samaritan Organization which allows would-be suicides to telephone some 
interested clergyman and talk about their troubles would be helpful. We 
also feel that stronger family ties, better family life, less domestic strife due 
to financial difficulties precipitated by excessive expenditure, particularly 
on alcohol and hire purchase commitments, would also cut down the num- 
ber of psychoneurotics making abortive suicidal gestures. 
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THE MEDICAL EXAMINATION OF 
UNDERWATER SWIMMERS 


By SURGEON LIEUTENANT-COMMANDER WYNDHAM DAVIES, 
M.B., D.P.H., D.I.H., R.N. 


Joint Services Amphibious Warfare Centre, Poole, Dorset 


UNDERWATER activities, unless of the most gentle nature, impose a great 
additional strain on the human body. Even when undue exertion is avoided 
the additional pressures on all parts of the body, at any reasonable depth 
below the surface, and the extra hazards of water, cold, or exhaustion 
demand a high standard of physical fitness. Undoubtedly there is a certain 
amount of self-selection by those undertaking underwater activities, but 
there are two groups of people who probably need special attention by 
doctors. First, those who undertake these activities from the wrong motives; 
for example, there may be those with a psychological need to prove them- 
selves. Secondly, those who have dived happily for some time but who 
develop some physical disability or even succumb to the inevitability of 
anno domini. 


THE AIM 

At present, in this country, the Services and the Ministry of Labour impose 
rigid medical standards for diving activities—not so the civilian diving clubs. 
These clubs, however, are aware of the need for the wise precaution of 
medical examination of their members before diving but find in practice that 
many general practitioners find it difficult to know what are the particular 
weak points that may give trouble in diving. This article is designed to 
assist the general practitioner who may find himself placed in the position 
of examining a man for his fitness for diving. The chance of this occurring 
is becoming greater each day as the principal club in this country, the 
British Sub-Aqua Club, is now over 5000 strong and this summer has been 
attracting new members at the rate of 600 a month. 

Medical examination of divers should have two main aims. The first is 
concerned with the elimination of unsuitable candidates for training, for 
their own good and the good of those who may be exposed to danger in 
removing them from the effects of their own illness. The second is that a 
health check should be made each time before a man dives but this can 
usually be left to the discretion of whoever is in charge of the training or, in 
a well-trained man, to the diver himself. Disqualifying conditions at such 
a time would be a cold or chill, general malaise, hangover, or deep psycho- 
logical disturbance. The older man would be wise to present himself for a 
medical re-check at yearly intervals over the age of 40. 
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THE HISTORY 
Unless the would-be diver is well known to the doctor he must realize that 
he can be a great help by giving a full history which can be quickly 
scrutinized for important facts. This might well take the following form:— 
Medical history: 


Name: 
Age: 
Sex: 
Address: 
Telephone no.: 
Height: 
Weight: 
(1) Date of last chest x-ray. 
(2) Have you ever dived before? 
(3) Were any ill-effects experienced? 
(4) Do you take part in active sports? If so, which? 
(5) Have you been invalided from the Services, or are you disabled in any way? 
(6) Have you ever been to hospital? If so, for what? 
(7) Are you under treatment by your doctor? If so, for what? 
(8) Have you ever had any serious illness not mentioned before? 
(9) Have you ever had any trouble with your chest? 
(10) Have you ever had severe concussion or an operation on the scalp? 
(11) Have you a hernia, varicose vein, or hemorrhoids? 
(12) Have you any skin disease? 
(13) Have you ever contracted venereal disease? If so, which? 
(14) Have you ever suffered from a mental condition or neurosis? 
(15) Do you have hay fever, sinus trouble, or nasal blockage? 
(16) Have you ever had a discharge from the ears? 
(17) Do you suffer from epilepsy, or fits, or fainting, or dizzy spells? 
(18) Do you dislike being shut in, or being in large open spaces, or do you fear 
heights? 
(19) Have you suffered from any other condition not mentioned here? 
(20) Any further remarks you might like to make. 


OSS AE Awe se biclae ode nee Signature of examinee 


THE EXAMINATION 

The standard of the medical examination should be not less than that for 
an insurance examination. In the examination one should expect to receive 
cooperation from the candidate, in his own interests, and it should not be 
expected that he will knowingly conceal any disease. The foregoing question- 
naire will help to remind him, and the medical examiner, of many of the 
important points but it may be necessary to jog his memory concerning any 
obvious scars or physical disabilities. Some patients make a great deal of 
very little—some very little of a great deal. 

As it must be assumed that diving activities will be reasonably strenuous, 
although they need not be much more so than swimming, most cardio- 
respiratory disorders must disqualify a man. Whilst the loss of a limb may 
be no absolute bar to diving, deformities will need compensation by a skilled 
companion and there will be obvious difficulties clambering out of rough 
water on to rocky shores or into boats. It is at this time, when a man may 
be cold and exhausted, that difficulties may arise and serious accidents 


may occur. 
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Air-containing spaces in the skull.—At a depth of 33 feet (10 metres) below 
the surface, a relatively shallow one for a diver, the pressure is double that 
at the surface. This means that the air-containing spaces of the body, 
particularly those of the skull, have to be able to compensate. The naso- 
pharynx, nose, middle ear, and the paranasal air sinuses must all give free 
access to the air pressure set up in both directions. Blockages, either acute 
or chronic, will give rise to excruciating pain, possible later infection and 
chronic disabilities. Catarrhal patients, or those with permanently retracted 
ear-drums, should be advised against diving. When the ear-drum is per- 
forated pressure equalization might be considered to be aided but a little 
thought will show what a dangerous fallacy this is. Eustachian catarrh is a 
difficult problem, often leading to trouble in new divers who have difficulty 
in equalizing the pressure in the middle ear at first. Training, and improved 
technique of equalization of pressure sometimes cause this problem to fade, 
maybe aided by the use of a decongestant. Once sufficient air has been 
allowed to pass up the Eustachian tube to the middle ear there appears to 
be no difficulty in the release of this extra air on the ascent. 

The lungs—The lungs are obviously of primary importance in diving 
activities when air will be inhaled under pressure. ‘There appears to be 
evidence that old pulmonary lesions, that may have calcified, can not only 
lead to collapse under pressure but may also play a part in decompression 
sickness. Pneumothorax has occurred after decompression, and bron- 
chiectasis must disqualify. 

Varicosities and hernia.—Extra pressure on the venous system must 
result under pressure and hemorrhoids and varicose veins may be accen- 
tuated. The strain of ear clearing may also play a part in the aggravation of 
a hernia. 

Central nervous system.—Instabilities of the central nervous system are 
of the utmost importance. Epilepsy should be an absolute bar to underwater 
activities and syncopal attacks, when frequent, may be a source of danger. 
Gross diseases of the nervous system such as multiple sclerosis must 
disqualify. Psychotics and neurotics must be excluded—and the activity 
has its share of these, particularly in view of the glamour treatment it has 
received on films and television. Those with claustrophobia and agoraphobia 
will probably exclude themselves from diving eventually but not before they 
have caused trouble to others if not spotted early. 

Eyesight, spectacles and dentures—Reasonably good eyesight is an asset 
although compensation can be made by specially fitted glasses and lenses 
behind diving masks. There is, however, an obvious danger: e.g. myopics 
who lose their special mask or glasses when some distance from the shore, 
and those things do happen even in the best regulated circles. Artificial 
teeth, too, may also be a problem, even when they fit well, with certain 
types of breathing apparatus. 

Chronic conditions.—Chronic medical conditions, especially those affecting 
the heart, or degenerative conditions, may be a bar to diving depending 
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somewhat upon the clinical judgment of the practitioner. Whilst he may 
decide to allow the mild hypertensive to dive he would probably be wise to 
exclude the mild diabetic. The main reason for keeping a special check on 
the older man is, of course, for the onset of degenerative diseases over the 
age of 40. Obesity, whilst tending to keep one warmer in cold water, has 
traditionally played a part in increasing the tendency to compressed air 
illness and this problem has also resulted in the exclusion of those with 
chronic bone diseases since joint changes have been observed following 
inadequate decompression in the past. 


THE IDEAL DIVER 

From all that has been said, the pattern emerges as to the individual who is 
the ideal for diving activities. He should be a steady man (or woman), of 
good physique, capable of enduring considerable bodily and mental strain. 
The ‘lore wolf’, surprisingly to some, is not a success. The prospective diver 
should have the temperament to be a reasonably good mixer with a sense 
of responsibility and team spirit—a good clubman. Medically he will be free 
from cardio-respiratory disorder, past or present; from ear, nose and throat 
disorders; not be subject to fits; be mentally stable and free from addiction 
to alcohol. Ideally, he should not be a heavy smoker although young divers 
can overcome the disabilities from this. 

To undergo training he should preferably be under 30; in his late 30’s he 
should receive more careful attention; and it is probably undesirable for 
him to dive at all over the age of 45. The man in good physical condition 
over the age of 40 may be perfectly satisfactory, but the obese individual is 
undesirable at any time. He should be free from any chronic skin condition, 
take the opportunity to have a regular annual x-ray of the chest and, if 
possible, undertake a test in a pressure chamber before diving although this 
ideal may not be achieved except in the Services or in industry. 


TEMPORARY DISABILITY 
Finally a word should be said about temporary disabilities. These disabilities 
may seem small and unimportant and yet should be stressed by doctors 
advising diving clubs. They are the personal responsibility of the individual 
diver and whoever is organizing the particular expedition as they may act as 


predisposing causes to a more serious disaster. A full stomach is the first of | 


these. Heavy meals should be reserved until after diving, or a suitable delay 
allowed for the food to digest. Minor complaints, e.g. sore throats, colds, 
alcoholic hangovers, should be a bar to diving when present. It is not 
realized sufficiently, however, that emotional or family difficulties may 
produce a reaction in an otherwise sound man that may result in tragedy. 

Free diving is a strenuous activity, or sport, demanding and returning a 
high standard in physical fitness. Essentially friendly and buoyant when all 
goes well, the water may rapidly become a hostile and dangerous human 
environment. 
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A PRACTICAL DOMICILIARY 
METHOD FOR THE TREATMENT 
OF VARICOSE ULCERS 


By G. M. COCHRANE, M.B., D.Puys.MeEp. 
Department of Physical Medicine, King’s College Hospital 


THERE are many variations in treatment of ulcers of the lower third of the 
leg. Some of the most resistant cases are referred to physiotherapy depart- 
ments for erythemal doses of ultra-violet radiation to remove infection and 
stimulate granulation, for compressive massage to the lower limbs to control 
venous stasis and oedema and for friction to mobilize fibrous tissue in the 
region of the ulcer (Curwen and Scott, 1952). Since such treatment must be 
repeated at least three times weekly and may continue for months it is 
extravagant in physiotherapy. 


SCOPE OF INVESTIGATION 

A pilot study of 14 cases, carried out early in 1959 indicated that 1 per cent. 
hydrocortisone acetate with 0.5 per cent. neomycin sulphate in a bland 
base (‘neo-cortef ointment’) hastens the healing of gravitational ulcers. The 
series has been extended over the past twelve months to cover 19 patients 
(22 ulcers) by means of a double blind trial. Ointments containing base only, 
base plus 0.5 per cent. neomycin sulphate, and base plus 1 per cent. hydro- 
cortisone acetate and 0.5 per cent. neomycin sulphate were prepared and 
labelled. The key was unknown to the investigator until the trial was 
complete. 

General examination was made and coincidental disease, such as obesity, 
anzmia and arthritis, was treated. Six patients had hypertension. The out- 
line of the ulcer was traced and recorded and the surface area measured. 
All patients attended the department of physical medicine to learn how they 
should treat their ulcers and that the responsibility for the treatment was 
theirs. They were given the following written instructions :— 


(1) Sleep with the foot of the bed raised 12 inches (30.5 cm.). 


(2) Apply elastic webbing bandage before getting up in the morning. The legs 
must always be supported when dependent. 


(3) Dress the ulcer every day. After cleaning with salt solution apply the ointment, 
cover with non-adhesive dressing and gauze and reapply the elastic bandage. 


(4) Rest with legs raised for at least one hour during the day. 
(5) Practise ankle exercises daily. 


(6) Walking is good exercise: try to walk 3 miles every day but avoid standing. 
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age of 40. Obesity, whilst tending to keep one warmer in cold water, has 
traditionally played a part in increasing the tendency to compressed air 
illness and this problem has also resulted in the exclusion of those with 
chronic bone diseases since joint changes have been observed following 
inadequate decompression in the past. 
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From all that has been said, the pattern emerges as to the individual who is 
the ideal for diving activities. He should be a steady man (or woman), of 
good physique, capable of enduring considerable bodily and mental strain. 
The ‘lore wolf’, surprisingly to some, is not a success. The prospective diver 
should have the temperament to be a reasonably good mixer with a sense 
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from cardio-respiratory disorder, past or present; from ear, nose and throat 
disorders; not be subject to fits; be mentally stable and free from addiction 
to alcohol. Ideally, he should not be a heavy smoker although young divers 
can overcome the disabilities from this. 

To undergo training he should preferably be under 30; in his late 30’s he 
should receive more careful attention; and it is probably undesirable for 
him to dive at all over the age of 45. The man in good physical condition 
over the age of 40 may be perfectly satisfactory, but the obese individual is 
undesirable at any time. He should be free from any chronic skin condition, 
take the opportunity to have a regular annual x-ray of the chest and, if 
possible, undertake a test in a pressure chamber before diving although this 
ideal may not be achieved except in the Services or in industry. 


TEMPORARY DISABILITY 

Finally a word should be said about temporary disabilities. These disabilities 
may seem small and unimportant and yet should be stressed by doctors 
advising diving clubs. They are the personal responsibility of the individual 
diver and whoever is organizing the particular expedition as they may act as 
predisposing causes to a more serious disaster. A full stomach is the first of 
these. Heavy meals should be reserved until after diving, or a suitable delay 
allowed for the food to digest. Minor complaints, e.g. sore throats, colds, 
alcoholic hangovers, should be a bar to diving when present. It is not 
realized sufficiently, however, that emotional or family difficulties may 
produce a reaction in an otherwise sound man that may result in tragedy. 

Free diving is a strenuous activity, or sport, demanding and returning a 
high standard in physical fitness. Essentially friendly and buoyant when all 
goes well, the water may rapidly become a hostile and dangerous human 
environment. 
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A PRACTICAL DOMICILIARY 
METHOD FOR THE TREATMENT 
OF VARICOSE ULCERS 


By G. M. COCHRANE, M.B., D.PHys.MeEp. 
Department of Physical Medicine, King’s College Hospital 


THERE are many variations in treatment of ulcers of the lower third of the 
leg. Some of the most resistant cases are referred to physiotherapy depart- 
ments for erythemal doses of ultra-violet radiation to remove infection and 
stimulate granulation, for compressive massage to the lower limbs to control 
venous stasis and oedema and for friction to mobilize fibrous tissue in the 
region of the ulcer (Curwen and Scott, 1952). Since such treatment must be 
repeated at least three times weekly and may continue for months it is 
extravagant in physiotherapy. 


SCOPE OF INVESTIGATION 

A pilot study of 14 cases, carried out early in 1959 indicated that 1 per cent. 
hydrocortisone acetate with 0.5 per cent. neomycin sulphate in a bland 
base (‘neo-cortef ointment’) hastens the healing of gravitational ulcers. The 
series has been extended over the past twelve months to cover 19 patients 
(22 ulcers) by means of a double blind trial. Ointments containing base only, 
base plus 0.5 per cent. neomycin sulphate, and base plus 1 per cent. hydro- 
cortisone acetate and 0.5 per cent. neomycin sulphate were prepared and 
labelled. The key was unknown to the investigator until the trial was 
complete. 

General examination was made and coincidental disease, such as obesity, 
anzmia and arthritis, was treated. Six patients had hypertension. The out- 
line of the ulcer was traced and recorded and the surface area measured. 
All patients attended the department of physical medicine to learn how they 
should treat their ulcers and that the responsibility for the treatment was 
theirs. They were given the following written instructions :-— 


(1) Sleep with the foot of the bed raised 12 inches (30.5 cm.). 


(2) Apply elastic webbing bandage before getting up in the morning. The legs 
must always be supported when dependent. 


(3) Dress the ulcer every day. After cleaning with salt solution apply the ointment, 
cover with non-adhesive dressing and gauze and reapply the elastic bandage. 


(4) Rest with legs raised for at least one hour during the day. 
(5) Practise ankle exercises daily. 


(6) Walking is good exercise: try to walk 3 miles every day but avoid standing. 
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Patients attended the hospital three or four times until they had shown 
themselves capable of continuing treatment at home. Thereafter, they 
attended at intervals of three weeks for assessment and charting of the 
outline of their ulcers. Those who, through infirmity or disinclination, were 
unable to carry out their own treatment attended the department thrice 
weekly for, bandaging, massage, exercises and application of ‘neo-cortef’ ; 
they were not included in the trial. When the ulcer had healed the elastic 
bandage was replaced by a strong full-length elastic stocking. 

The ointment for use in each individual case was determined in the first 
instance by random numbers, known only to the pharmacist, and remained 
constant throughout the trial unless failure of treatment resulted. This was 
judged by the following criteria: (a) the patient was dissatisfied with 
progress, (b) clinical response was poor. Such ‘failures’ were transferred 
to a known 0.5 per cent. neomycin and 1 per cent. hydrocortisone prepara- 
tion (‘neo-cortef’). After 22 ulcers had been treated preliminary analysis was 
made, using as criteria of improvement the shrinkage in the original area of 

healing time in weeks 


the ulcer and the index - Oo 
area healed in square inches. 


RESULTS 

All seven patients (eight ulcers) on topical neomycin-hydrocortisone therapy 
were discharged with their ulcers healed in an average time of sixteen weeks. 
Their ‘healing index’ averaged 14.6 and the surface area of their ulcers 1.56 
square inches. Of eight ulcers (in seven patients) treated with ointment base 
containing neomycin alone, two failed to heal; the average index for the 
remainder was 27.4 and the average ulcer area 1.25 square inches. Four out 
of six ulcers (in five patients) treated with ointment base only failed to heal 
as judged by the prescribed criteria and the average ulcer size was 1.26 square 
inches. All patients who fulfilled the ‘failure criteria’ and were transferred 
to a known neomycin and hydrocortisone preparation progressed to com- 
plete healing of their ulcers. ‘The average figures for the five ulcers treated 
in this group were: healing time 9.2 weeks, healing index 10.4 and ulcer 
size 1.49 square inches. 


DISCUSSION 
Patients attending hospital departments are often not sensible of their 
responsibility in treatment and, not having personally striven towards the 
healing of their ulcer, are less careful to prevent recurrence. They should 
not be given the opportunity of becoming regular attenders of an ‘ulcer 
club’. There are some, however, who must rely on others for treatment, 
being either of low intelligence and slovenly habits or unable to reach their 
ankles because of advanced arthritis of hip and knee joints. Effective com- 
pression bandaging to encourage venous return by the ‘calf pump’ is 
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important, but in my opinion the value of massage has been exaggerated. 
Greater attention should be given to mobilizing stiff ankles, correcting valgus 
deformity of the feet and reducing weight. 

When treated topically with hydrocortisone and a wide-spectrum anti- 
biotic, healing is accelerated and reported relief of discomfort ‘has often 
been noted. Ulcers remain clean and the patient need only use a saline 
solution to swab the area before reapplying the ointment. Neomycin has 
been used in this series. It is bactericidal, its antibacterial spectrum is wide, 
it is improbable that it will be used systemically and resistant strains rarely 
develop (Borrie, 1959; Waisbren, 1956). Skin sensitivity following its use 
has not been encountered in this series. ‘The average healing time in cases 
treated with a topical neomycin and hydrocortisone preparation was sixteen 
weeks, comparing favourably with results obtained by other ambulatory 
methods currently employed in the management of gravitational ulcers. 

The results of the trial have indicated that pressure on the physiotherapy 
department is reduced and that the incidence of hospital admission can be 
lessened. Less time is lost from work. The cost of materials per patient 
in this trial has been estimated at 1os. 4d. a week for an average dura- 
tion of sixteen weeks. On a national scale the financial saving would be 
considerable. 


SUMMARY 
In a double-blind trial, an ointment containing 0.5 per cent. neomycin 
sulphate and 1 per cent. hydrocortisone acetate proved an effective means of 
treating varicose ulcers. 


I wish to thank Dr. D. I. Williams of the dermatological department, King’s 
College Hospital, for permission to study patients under his care; Dr. F. S. Cooksey, 
director of the department of physical medicine, for his encouragement in the 
investigation, and Dr. R. G. Jacomb of Upjohn Limited, for his assistance with 
the ointment preparations. 
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A HOUSEMAN’S TROLLEY 


By J. B. DAWSON, B.M., M.R.C.P.Eb. 
Formerly Clinical Assistant, Department of Medicine, University of Edinburgh 


Tuis short article describes a trolley made in the hospital workshops to suit 
the requirements of a busy houseman working in a 36-bed ward. It contains 
all the routine physical examination equipment, ward notepaper, case- 
history folders and x-ray films of the current inpatients with the incorpora- 
tion of an x-ray film viewing-box. This neat and compact unit (fig. 1) is 
usually kept in the houseman’s sideroom, but can be conveniently taken 
to the bedside of a new patient or on the ‘Chief’s’ morning round. 


COMPOSITE PARTS 
Top section.— 

(1) An x-ray film viewing-box supplied with A.C. mains power for stan- 
dard fluorescent illumination. The cable supplying this power comes 
off a drum which is situated beneath the box and is fitted with a 
spring-loaded device for rewinding the cable when it is no longer 
required. (It was originally intended to provide a portable electrical 
supply using accumulators, but after considering the increase in 
weight, maintenance, and expense involved, the mains system was 
chosen instead.) 

(2) A slotted, banked rack to hold 36 case-note folders, size g inches x 12 
inches (23 cm. x 30 cm.), and designed to prevent forms accidentally 
separated from their parent folder from becoming either irretrievable 
or abandoned at the bottom of a slot. Each slot supports its individual 
folder at the ends only and leads at its lower edge into a common 
sloping chute. Any of these loose forms are then able to drop through 
and to be recovered as they emerge at the chute opening, which is 
placed immediately above the centre section drawers and is equipped 
with a hinged and fastening flap. 


Centre section.— 

(1) A deep drawer designed to take all types of hospital forms and 
stationery. 

(2) A similar drawer for the full complement of instruments used during 
a physical examination: e.g. sphygmomanometer, stethoscope, oph- 
thalmoscope, patella hammer, torch, other neurological equipment, 
proctoscope. 

(3) A sliding shelf upon which to rest odd notes and x-rays while dis- 
cussions are in progress. 
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Bottom section.— 

A slotted rack, which is numbered to correspond with the case-note rack 
of the top section, for patients’ x-ray films, which are kept inside envelopes, 
154 inches x 144 inches (39 cm. x 37 cm.). 

Additional points.— 
(1) Make the over-all construction as light as possible. 
(2) Use wheels at one end and casters at the other. 


(3) Supply handles at both ends for pushing the trolley. 





Fic. 1.—The houseman’s trolley. 


(4) Ensure that the loose form escape chute is deep enough. 


(5) Provide a mains electrical extension socket for use with electrically 
operated ophthalmoscopes, and transformers si pplying low voltages 
to equipment such as the ‘coldlite’ proctoscope and sigmoidoscope. 


(6) Add a small removable box at one end for rubbish and waste paper, 
and an occasional hook for the ‘professorial stethoscope’. 


The total cost of this trolley was small, and it has proved of considerable 
convenience on the ward, and thereby justifies its continued existence. 


I would like to thank Professor K. W. Donald of the Department of Medicine, 
Edinburgh, for his encouragement; Mr. Longdon and Mr. Mathers of the Royal 
Infirmary Workshops for their personal interest in the trolley’s construction; and 
Mr. D. Wright for the photograph. 








GENERAL PRACTITIONERS’ FORUM 
GENERAL PRACTICE IN THE UNITED STATES OF AMERICA 


By M. G. JACOBY, M.B., B.S.(Duru.), M.D. 
Patchogue, New York 


THE purpose of this article is to describe a general practice in a small town 
65 miles from New York City. As every doctor moulds his practice to his 
own personality and training, no claim is made for this practice to be con- 
sidered in any way typical but rather to show the scope of work which a 
general practitioner may undertake. 


THE BACKGROUND 
The practice, which is mixed urban-rural, extends about eight miles (13 
kilometres) in each direction, covering an area with a population of about 
twenty thousand. It is mainly comfortable middle and working class but 
some slums are included. 

The area is served by the 140-bed private (i.e. voluntary, non- 
profit-making) Brookhaven Memorial Hospital. There are about ninety 
doctors on the staff, over half of whom are general practitioners. All the 
general practitioners in the district are staff members. Every specialty is 
represented, including neurosurgery and thoracic surgery (these specialists 
maintain offices in the town but also work at other hospitals elsewhere). 
There is a full-time pathologist and two radiologists, although the latter 
also run a private office. 

The district includes one medical group consisting of several general 
practitioners, one internist and two obstetricians (who were originally 
general practitioners with a special interest in obstetrics and who now 
confine their practice entirely to this specialty). There are several two-men 
partnerships and a number of individual practices. There are four internists 
who do general practice confined to internal medicine as well as consulting 
work; and two pediatricians with specialty qualifications who do general 
practice confined to children. As already mentioned, all the other specialties 
are represented. 

OFFICE AND EQUIPMENT 
The office has a spacious waiting-room (fig. 1), consulting-room (fig. 2), 
three examining-rooms (fig. 3, 4) with examining tables and wash-basins, 
patients’ lavatory, and business office. Equipment includes an electro- 
cardiograph, a short-wave diathermy machine for physiotherapy and a 
diathermy for removal of warts and the like. I also have a sigmoidoscopy set 
and a Dare electric hemoglobinometer. A few doctors have their own x-ray 
machines but I do not feel this to be necessary as there are two radiologists 
in the town. Plastic disposable gloves are used for vaginal and rectal exam- 
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inations and paper sheets and towels are used to cut down on laundry. I 
carry sterile plastic disposable syringes on house calls. 

Patients’ records are kept in cardboard filing envelopes, 9 inches x 12 
inches (23 cm. by 30 cm.), in regular filing cabinets. I employ three recep- 
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Fic. 3.—The first examining room. Fic. 4.—The second examining room, show- 
ing diathermy machine. 
tionist-secretaries who also act as nurses and | have recently bought a tape 
recorder for dictating letters. 
THE PRACTICE 

I live four miles (6 kilometres) from the office and have a telephone extension 
to my home. My phone is also linked up to the local telephone-answering 
service, which picks up after the third ring, taking messages and making 
appointments. This makes life much easier for my wife. When I go on house 
calls or am out of the office I notify the service, which will then contact me 
in case of emergency. Over half the calls are either for advice without visits 
or are follow-up reports from patients seen the previous day. The morning 
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is given over to home visits and visiting the hospital to see any patients I 
may have there. I arrange with the county department of health for a nurse 
to visit patients requiring special care, such as frequent injections. 

I hold office from 13.00 to 15.00 hrs. and 18.00 to 20.00 hrs. four days a 
week. I take Wednesdays off (but am available for house calls and emergen- 
cies unless I go out of town) and have office from 11.00 to 13.00 hours on 
Saturdays. I try to make all visits by appointment. In common with most 
small towns in the United States, the public transport is very poor. Every 
family has an automobile but if the wage-earner needs it to get to work his 
family is largely immobilized during the day. The result is that evening 
hours are usually much busier than those in the afternoon and may run to 
much beyond the stated time. The ratio of office to house calls is about 
ten to one. If I wish to take a day off or go on vacation I arrange 
coverage with the other practitioners in the area and inform the telephone- 
answering service of the arrangement. Generally speaking, doctors in the 
United States rarely use short-term locums. 

In England, whenever a general practitioner has a tedious case he tends 
to unload him on to a hospital or consultant to relieve himself of time- 
consuming effort. In the United States, however, the practitioner gives the 
maximum service to his patients. Many practitioners, including myself, 
have direct-writing electrocardiographs and a few months ago the local 
county medical society gave a course on electrocardiography for general 
practitioners. Having had the training, I do sigmoidoscopies in my office and 
in the last year have biopsied two carcinomas of the sigmoid (both eventually 
had abdomino-perineal resections) and one bleeding polyp of the sigmoid 
(treated with diathermy by the local proctologist). Patients requiring further 
investigation, such as x-rays or laboratory examinations, are sent to the local 
radiologist or to the laboratory but I retain full clinical charge. 

Routine chest x-rays are taken free of charge by the chest clinic at the 
county sanatorium. The New York State Department of Laboratories and 
Research does all serological work, sputum examinations for M. tuberculosis, 
and fzcal examinations at no charge. All pre-marital Wassermann reactions 
(required by New York State law before the issuing of a marriage licence) 
and antenatal serological and Rh examinations are sent to the New York 
State Laboratory. The State also provides free diphtheria and tetanus toxoid, 
as well as whooping-cough and typhoid vaccine,. It should be noted that these 
free services are not provided by all the States. Routine pelvic examinations 
with Papanicolaou smears are done on many middle-aged and elderly 
women in the practice and one carcinoma of the cervix which was clinically 
undetectable was picked up this year. The patient decided to go to a famous 
New York City hospital, where conization of the cervix was performed to 
confirm the diagnosis and hysterectomy was then undertaken. As I have had 
several years of psychiatric residency training I give psychotherapy to a few 
patients, usually in half-hour sessions. I also cover for the local psychiatrist 
when he goes on vacation. 
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If a patient requires admission to hospital he is admitted under my care. 
I order the necessary laboratory and x-ray work, calling in consultants when 
needed. If surgery is indicated I assist the surgeon. I have been approved 
by the hospital medical board to do minor surgery and uncomplicated closed 
fractures. I have also been approved to do dilatation and curettage after the 
patient has been examined by a consultant gynecologist. A number of 
general practitioners have been approved by the medical board to do ton- 
sillectomies but I do not do them as I am a confirmed ‘anti-tonsil- 
lectomist’. 

I do about twelve deliveries a year, all in the hospital, and am approved 
for uncomplicated deliveries. I must call in a consultant for mid-forceps, 
3rd-degree tears, any patient in hospital for twenty-four hours undelivered, 
or any other complications. Several practitioners whose interest lies in ob- 
stetrics have full privileges including the performance of Cesarean sections. 
Incidentally, no doctor in the area will attend confinements at home. 

The value of the hospital affiliation is greatly enhanced by the fact that it 
keeps me in contact with the other doctors in the area and provides a constant 
forum for discussion of difficult and interesting cases. It also gives daily 
contact with specialists for informal consultations. The different hospital 
services hold regular monthly meetings and attendance is compulsory at 
meetings of one’s own service (in my case medical). At these meetings all 
deaths and all interesting cases are discussed. As well as the medical meetings 
I sometimes go to the obstetrical and pediatric meetings. 

The professional standard of work is checked by the hospital chart 
committee, which checks the record of every patient after discharge, and 
the tissue committee which compares the pathologist’s reports on surgical 
specimens with the diagnosis and treatment. ‘These committees are respon- 
sible to the medical board, which supervises the physicians in the hospital 
and represents the physicians to the board of directors. The hospital is 
approved by the Joint Commission on Accreditation of Hospitals, an 
organization maintained jointly by the American College of Physicians, 
American College of Surgeons, the American Hospital Association, and the 
American Medical Association, to supervise hospitals. The Joint Commission 
supervises all aspects of the hospital, including physical plant, administra- 
tion, medical and nursing care. 

The county medical society, which is affiliated with the Medical Society 
of the State of New York, is much more active than the British Medical 
Association branches. Every physician is a member and hospital appoint- 
ments cannot be obtained without being eligible for membership. It runs 
a monthly bulletin, arranges malpractice insurance, is active in public 
relations and has a mediation committee to which patients who feel they 
are being overcharged may appeal. It also supervises the ethical standing of 
the profession. It holds dinner meetings with guest speakers once a month 
and also conducts postgraduate courses. Incidentally, doctors in New York 
State have number plates on their cars incorporating the letters ‘M.D.’ 
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Whilst legally this does not entitle them to any privileges, in actual fact the 
police extend considerable courtesy to doctors for parking. 


FINANCIAL REMUNERATION 

The practice is run on a fee-for-service basis. ‘The charges in this district 
are $4.00 for an office visit, $6.00 for a house call. Special services and 
surgery are charged in accordance with the Blue Shield rates. Obstetrical 
deliveries by general practitioners in this district are charged $125.00, 
including ante- and post-natal care, care of the baby in hospital and a six- 
week post-natal check-up. This does not include the charges of the hospital, 
or for circumcision of male infants—done as a routine in the United States. 

Most families carry surgical and hospital insurance, often provided as a 
fringe benefit by the wage-earner’s employer in his trade-union contract. 
The commonest of these is Blue Shield, a non-profit plan covering the 
doctor’s fee for surgery and often medical inpatient hospital care. Blue 
Cross is a similar linked plan covering the hospital charges. According to 
hospital records, 70 per cent. of patients in Brookhaven Memorial Hospital 
are covered by Blue Cross or other hospital insurance, 5 per cent. are paid 
for by the department of welfare, and 25 per cent. pay privately. (In actual 
fact, however, most of the 25 per cent. who, according to the hospital 
records, pay privately, have hospital insurance unknown to the hospital.) 

Medically indigent families are paid for by the local department of public 
welfare at about half the private rate and retain free choice of doctor. In 
this area there is no public tax-maintained hospital but in the larger towns 
where they exist the financially indigent are treated mainly in them. 

Patients injured at work are covered by compulsory workmen’s compen- 
sation insurance, paid for by the employers. All industrial injuries are paid 
for at rates fixed by the workmen’s compensation board of the State of New 
York. Doctors are given ratings by the Board, allowing them to treat certain 
types of case. I am allowed to treat general practice and minor surgical 
cases and also to do psychiatric and neurological consultations as a specialist 
in these fields. 

SUMMING UP 

The main differences between American and British medicine are the fee- 
for-service basis of treatment and the admission of general practitioners 
to hospitals to treat their own patients. In my opinion this leads to a much 
higher standard of practice among American practitioners as increased 
skills lead to increased income, quite apart from the personal satisfaction 
obtained. It should be realized that a patient admitted to hospital with 
coronary thrombosis or pneumonia is well within the scope of treatment of 
the general practitioner, who is the natural physician to take care of him. 
Putting the patient under the care of consultants who have never seen him 
before and who do not know his background reduces him to the status of 
a ‘case’. He is certainly happier being looked after by the doctor who has 
known him and his family possibly for years before his admission to hospital. 
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The British general practitioner with a patient with psychosomatic 
symptoms often refers the patient for multiple specialist consultations in 
a ‘collusion of anonymity’. He shares with his consultants the responsibility 
of not being able to help his patient. ‘This type of referral, while still retaining 
the patient, is not possible in the United States, as the patient foots the bill. 
What does happen is that some patients shop from doctor to doctor looking 
for one who can work a miracle. ‘The American general practitioner gives 
a fuller service to a small number of patients, whereas his British colleague 
gives what may be a minimum of attention to several thousand. 


‘PERSANTIN’ IN CARDIAC FAILURE 
A Joint Report on a Trial in General Practice 


In 1951, Fischer and Roch first reported the synthesis of a coronary vaso- 
dilator of a completely new chemical type, 2-bis-(diethanolamino)-4, 
8-dipiperidino-pyrimido-(5,4-d) pyrimidine (‘persantin’). Published phar- 
macological work (Kadatz, 1959) suggests that it is a highly potent coronary 
vasodilator with a prolonged duration of action. It has since come into wide 
use on the Continent for the treatment of all forms of ischemic heart disease. 














_ J | 
Condition I ; Not | om 
mproved | improved | Total 
Cardiac failure attributed to valvular lesions 6 2 8 
Cardiac failure attributed to hypertension 6 8 14 








Cardiac failure of unspecified cause, presum- 
ably myocardial failure 6 4 10 





Heart failure following coronary occlusion or 
associated with severe anginal pain 7 7 14 





Cor pulmonale following chronic bronchitis 
and emphysema 
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Totals 30 27 57 











TaBLe I.—Response of various types of cardiac failure treated with ‘persantin’. 


In this country a more conservative attitude towards the use of long- 
acting coronary vasodilators has led to a more cautious appraisal. 

When given orally, Foulds and Mackinnon (1960) showed that 58 per cent. of 
patients with angina pectoris receiving the drug improved; a proportion not signi- 
ficantly higher than the 46 per cent. improving on the inert placebo. Sampling 
studies of coronary sinus blood carried out by Peel (1960), however, during the 
course of cardiac catheterization have shown that when given intravenously ‘per- 
santin’ can increase the oxygen saturation of the coronary sinus blood by between 
10 and 15 per cent. Calculating according to the Fick principle this implies an 
increase in coronary flow of around 50 per cent. 

In many cases of cardiac failure in the elderly, myocardial ischemia plays 
a large part in the etiology; in the opinion of Vine (1959) about 85 per cent. 
of cases are attributable to this cause. There are therefore reasons for 





798 THE PRACTITIONER 


thinking that a long-acting coronary vasodilator might increase the blood 
supply to the myocardium sufficiently to improve the response to standard 
therapy, and the findings of German workers (Jeunemann, 1959; Fischer and 
Fiegel, 1959) indicate that this may be the case. A high proportion of such 
cases are at home undergoing treatment from their family doctor, so a 
study of this condition necessitates some form of cooperative trial organized 

















Not 
Symptom Improved | improved 
(Edema 9 | 19 
Dyspnaea 28 | 19 
Total 37 | 38 











TABLE II.—Response of the most promi- 
nent symptoms in 52 cases of cardiac failure 
treated with ‘persantin’. 
under general practice conditions. An increasing number of trials of this 
kind are being reported, whether organized under the egis of the College 
of General Practitioners or independently (Wheatley, 1960). 


SCOPE OF INVESTIGATION 
In the present case the trial was carried out by 18 general practitioners 
interested in this type of research, assisted by the facilities offered by the 
medical department of one of the major pharmaceutical companies. The 
participating doctors were invited to select cases of chronic cardiac failure 
whose condition was static or relatively unresponsive to orthodox therapy, 
and to treat them with oral ‘persantin’ in a dose of 25 mg. four times daily 
for four weeks, in addition to such other treatment as they were already 
receiving. Because of the difficulties, under general practice conditions, in 
the use of inert placebos and in the collection of control groups, it was 
decided in the first instance to collect and record only a series of treated 
cases. A special record card was devised on which a brief account of the 
case could be entered together with results of treatment, and copies of the 
card and supplies of the drug were circulated to participating doctors. The 
condition and progress of the cases were to be recorded weekly and the 
doctors’ final conclusions were also entered on the record card. 


RESULTS 
A total of 63 patients was recorded. Of these, two died during or shortly 
after the end of the trial, and four others were excluded from the final 
analysis: one because treatment was interrupted by admission to hospital, 
one on account of side-effects (dyspepsia) which necessitated withdrawal of 
the drug, and two others because the doctors considered that complicating 
factors rendered assessment impossible. Progress was assessed in terms of 
the major symptoms (dyspnea, orthopneea, cedema and precordial pain), 
and the patients’ general condition. If one or more major symptom had 
clearly improved during the month of observation the patient was assessed 
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as ‘improved’, whilst those whose condition remained static or worsened 
were recorded as ‘not improved’. Since all these patients were chronic cases 
well known to their family doctor, he was in a good position to judge 
whether any substantial change in their clinical condition had occurred. 
The cases were subdivided into five groups on the basis of etiology of the 
major heart lesion so far as this could be ascertained and the results in each 









































Cases | Cases 
showing | showing no 
Treatment given improve- improve- 

ment | ment 
Digitalis + diuretics 13 | 12 
Digitalis 4 | 4 
Diuretics 2 | 4 
Digitalis + hypotensives 2 - 
Diuretics + hypotensives 3 | - 
Digitalis + diuretics + hypotensives ~ 2 
Digitalis + quinidine + anticoagulants - | I 
Other 6 ¥ 4 
Total 30 | 27 





TaBLeE III.—Cardiac therapy, in addition to ‘persantin’. 


group are shown in table I. A further analysis covering 52 cases in whom 
either peripheral cedema or dyspnea, or both, were prominent symptoms 
is shown in table II. Five other patients whose most prominent symptom 
was cardiac pain are not included in this table. 

In general, these figures seem to indicate that of cases of this type, 
about half will show some improvement in symptoms, general condition or 
mobility during treatment with ‘persantin’ and that dyspnoea will respond 
much more often than peripheral cedema. All the patients continued to 
receive such other treatment for their cardiac condition as the doctor con- 
sidered appropriate. It would have been possible for differences in this 
additional therapy to account for the difference between the ‘improvement’ 
and ‘no improvement’ groups, but table III, in which cardiac therapy other 
than ‘persantin’ is analysed, indicates that the two groups were in fact 
quite strikingly similar in this respect. 

Although this study was primarily concerned with cases of chronic cardiac 
failure, records were also received of a total of nine cases of angina of effort 
treated with ‘persantin’ for four weeks. ‘The results, which were measured 
purely clinically in terms of the incidence of anginal attacks, showed that 
five improved and four failed to improve. It is of interest to note how closely 
this result parallels those not only of Foulds and Mackinnon using ‘per- 
santin’, but also of Cole, Kaye and Griffiths (1957) using a variety of other 
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coronary vasodilators. ‘These authors conclude that ‘angina pectoris is a 
variable subjective manifestation with little consistent quantitative relation 
to the underlying coronary disease’, and it seems probable that trials based 
on symptom assessment give little information about the effect of drugs on 
the heart in this condition. 

Side-effects.—Apart from the case referred to earlier, in which treatment 
was stopped as a result of side-effects, three other patients complained of 
dyspepsia while on the drug although this usually subsided on continuing 
treatment, and another complained of anorexia, lassitude and a variety of 
subjective symptoms. 

CONCLUSIONS 
Clearly no final conclusions can be drawn from these results, but it can be 
said that they provide suggestive evidence that ‘persantin’ possesses some 
value as an adjunct in the treatment of chronic cardiac failure resistant to 
other forms of routine therapy. Dyspneea in particular seems to respond 
favourably. This action of the drug merits more detailed controlled trial. 

Side-effects were not of serious significance. 

The following took part in the trial :— 


Dr. J. Alexander Dr. A. Fry Dr. E. L. Moll 

Dr. F. A. Bevan Dr. J. Fry Dr. R. B. Parker 

Dr. J. R. Caldwell Dr. C. W. Grant Dr. R. G. Russell 

Dr. A. P. Cross Dr. G. F. Green Dr. R. J. Stephen 

Dr. M. Curwen Dr. F. E. B. Kelly Dr. M. K. Thompson 

Dr. J. N. Cutler Dr. E. A. W. Marien Dr. J. McA. Williams 
References 


Cole, S. L., Kaye, H., and Griffiths, A. J. (1957): Circulation, 15, 405. 
Fischer, E. K., and Fiegel, C. (1959): Dtsch. med. 7., 10, 484. 

Foulds, T., and Mackinnon, J. (1960): Brit. med. 7., ii, 835. 
Juenemann, P. (1959): Miinch. med. Wschr., 101, 340. 

Kadatz, R. (1959): Arzneimittel Forsch., 9, 39. 

Peel, A. A. F. (1960): Personal communication. 

Vine, S. M. (1959): Med. Press, 241, 398. 

Wheatley, D. (1960): The Practitioner, 184, 500. 


INFLUENZA VIRUS IMMUNIZATION OF ASTHMATIC 
PATIENTS 


By B. BENDKOWSKI, M.D. 


General Practitioner ; Clinical Assistant, Allergy Clinic, North 
Lonsdale Hospital, Barrow-in-Furness 


As it is recognized that infections of the respiratory tract play an important 
part in precipitating or in aggravating bronchial asthma, the object of the 
work reported in this article was to see whether asthmatic patients could 
be protected against influenza by influenza virus immunization. 


SCOPE OF INVESTIGATION 
Selection of patients.—There are about 250 patients suffering from bronchial 
asthma who attend this allergy clinic each year, and those suffering from 
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bronchial asthma were offered immunization, with the exception of those 
suffering from chronic bronchitis and emphysema. Selection of patients was 
at random during their attendance at the clinic in the autumn of 1960. 
Between the last week of September and the last week of November 1960, 
when the influenza epidemic had started, 80 of them were immunized. 
Another 80 asthmatic patients were left non-immunized to serve as a control 
group. The immunized group consisted of 45 men and 35 women, whose 
ages ranged from 5 to 80 years. The non-immunized group comprised 38 
men and 42 women, with approximately the same age range. 

Method of immunization.—Each dose of vaccine contained 8000 hemag- 
glutination units of virus A (Singapore /1/57), and 4000 hzmaglutination 
units of Virus B (England /939/59). The vaccine was an aqueous suspension 
with 0.013 per cent. thiomersal added as preservative. It is known (Himmel- 
weit, 1960) that such influenza vaccine produces its maximum immunizing 
effect 14 months after the injection, and this effect starts declining after 
three months. Oil-adjuvant influenza virus is not yet available for general 
use. As it was impossible to predict an influenza epidemic, asthmatic patients 
were given one injection in autumn 1960 and a second one in January 1961. 
Immunization of fresh cases was stopped in the last week of November 
when the epidemic of influenza began. 

Methods of observation.—Patients, both immunized and non-immunized, 
were given appointments in May 1961 to attend the allergy clinic for follow- 
up. A history was taken from each of them regarding influenzal infection 
during the winter. As the influenza virus produces a characteristic clinical 
picture which is easily recognized, especially if it occurs in epidemics 
(Stuart-Harris, 1953), the diagnosis of influenza was based on symptoms 
reported by the patients. The first cases of influenza were observed in the 
last week of November 1960. Serological tests performed on 10 non- 
immunized patients proved that the infection was due to influenza A. The 
epidemic ended in mid-April 1961. 


RESULTS 
Table I shows the incidence of influenza in immunized asthmatic patients. 
The cases have been divided into mild and severe forms. Patients with the 











No. of male No. of female 
patients patients 
Mild form Ss witk s meh 
lSeveeform | 4 #4| 2 
Admission to hospital 2 — a © Mente en 








TaBLe I.—Incidence of influenza among 80 immunized 
asthmatic patients. 


mild form managed to keep out of bed. Those with the severe form had an 
exacerbation of asthma and were confined to bed. It will be seen that 18 
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(22.5 per cent.) of the immunized asthmatic patients contracted influenza. 
None of these were admitted to hospital as an emergency following influenza 
infection. 

There were 65 cases (81 per cent.) among the non-immunized asthmatic 
patients who developed influenza during the winter. Two female patients 
were admitted to hospital in status asthmaticus brought on by influenzal 














| No. of male | No. of female 
patients patients 
Mild form | II | 14 
Severe form | 21 | 19 
Admission to hospital | None | 2 











TaBLe II.—Incidence of influenza among the non-immunized 
asthmatic patients. 
infection. Influenza affected both sexes equally in the immunized and 
non-immunized patients. No particular age-group was prone to influenzal 
infection. 
DISCUSSION 

Influenza remains a serious infectious illness and there are no antibiotics with a 
specific action against the causative virus. There is no evidence that prophy- 
lactic administration of broad-spectrum antibiotics minimizes the severity of 
influenzal infection (McDermott et al., 1960). Our own experience was that 
the complications and after-effects of Asian influenza (1957) were more 
frequent among the asthmatic than among the non-asthmatic patients 
(Bendkowski, 1958). There were 6,575 deaths due to influenza in England 
and Wales during the last epidemic. The existing influenza virus vaccines 
offer a protection against influenza which lasts no longer than six months. 
This poses a question whether it is worth while to use them. The cost of 
vaccine at 7s. 6d. a dose and the time spent on immunization should also be 
considered. The results in our clinic show that the incidence of influenza 
and its sequela were reduced in the immunized asthmatic patients. The 
clinical effect of influenza virus immunization was seen best among the 
asthmatic housewives who did not develop the infection despite the rest of 
their families being in bed with influenza. There were no side-effects from 
the immunization and the vaccine was well tolerated by young children. 


SUMMARY 

Influenza virus vaccine A and B was used in 80 asthmatic patients during 
the winter of 1960/61. Another 80 asthmatic patients were left non-immu- 
nized as a control group. 

In the immunized group 18 patients (22.5 per cent.) developed influenza. 
In the non-immunized group 65 (81 per cent.) contracted the infection. 

There were six immunized asthmatic patients who had a severe attack of 
influenza, but none of them was admitted to hospital. 
There were 40 non-immunized asthmatic patients who had a severe form 
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of infection and exacerbation of asthma. T'wo of them were admitted to 
hospital as an emergency in status asthmaticus. 

No side-effects were observed from immunization. 

Influenza virus immunization is considered an important preventive 
measure of influenza and its sequel in asthmatic patients. 


I wish to thank Dr. I. Nelson, medical officer of health, Barrow-in-Furness, 
for his criticism of this report, and the Public Health Laboratory, Newcastle 
upon Tyne, for performing the serological tests. 

I am grateful to the Manchester Regional Hospital Board and the Barrow and 
Furness Management Committee, for a grant to support this work. 
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THE TREATMENT OF COUGH WITH A NEW ANTITUSSIVE 


By S. H. GOODMAN, L.R.C.P., L.R.C.S., L.R.F.P.S. 
Glasgow 


PIPAZETHATE (‘selvigon’) is a new antitussive which acts by depressing the 
cough centre but is claimed not to interfere with the expectoration of 
bronchial secretions. All the available evidence suggests that it is not a drug 
of addiction, and no side-effects have been attributed to it. It is available in 
two forms: as a syrup which contains 20 mg. per 3.5 ml., and as a tablet 
which contains 20 mg. 


SCOPE OF INVESTIGATION 
In this short report I present the results of my experience in the use of 
pipazethate in 50 patients, aged 4} to 72 years (average, 42 years). The 
criterion for use of the drug was any patient who, in my opinion, required 
an antitussive. The dosage varied according to age; as a rule, 40 mg. (i.e. two 
tablets) thrice daily was the dose for adults. 

In the assessment of any chronic cough it is always difficult to grade the 
degree of response to any form of therapy, one of the major difficulties being 
the equation of improvement against chronicity in those patients who have 
suffered from cough for long periods—often for several years. In this trial 
the results, which were noted on special record cards, were evaluated after 
a period of seven days’ treatment, and classified as follows :— 

(1) ‘Poor’: no response at all to treatment. 

(2) ‘Fair’: some response but both patient and doctor were dissatisfied. 

(3) ‘Good’: the patient noticed a marked improvement. 

(4) ‘Very Good’: the cough ceased within three days or, in the case of 
chronic disease of the bronchi, there was great improvement. 
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RESULTS 
Thirty-three out of the 50 patients were considered to have shown a most 
satisfactory response to treatment. As will be seen from table 1, 22 were 
recorded as ‘very good’ and 11 as ‘good’. Of the remaining 17, a ‘fair’ re- 
sponse was noted in 10 but in seven treatment failed to produce any recog- 
nizable change. Patients suffering from acute bronchitis, chronic bronchitis 
and tracheo-pharyngitis constituted the main challenge. The best response 
was obtained in those with acute bronchitis and tracheo-pharyngitis. It is 
understandable that in treating chronic bronchitis no antitussive is likely to 
produce extraordinary results after only seven days’ therapy. It was not 
























































No. of | | | 
Diagnosis | patients | Very good Good | Fair Poor 
Acute bronchitis ; ‘ 10 mn 6 a i 3 I ° 
Chronic bronchitis ‘ah i 9 3 x 2 = 3 I 
Tracheo-pharyngitis - i - 23 | II he 4 “a 4 4 
Matinee . | es: | 2 | 2 
Total . 50 | 22 II | 10 | ‘| 





TaBLe I.—The antitussive action of pipazethate in 50 patients with chronic cough: 


necessary to give the drug for a complete week in every patient, as in many 
instances the cough ceased within a matter of a few days. The miscellaneous 
group of eight patients consisted of patients with a cough due to: (a) chronic 
asthma and bronchitis (3), (b) coronary thrombosis in heart failure (1), (c) 
whooping-cough (2), and (d) pulmonary tuberculosis (2). One of the patients 
with pulmonary tuberculosis improved markedly, whereas the other showed 
no change at all. Both the patients with whooping-cough exhibited no 
measurable response to treatment. 

No side-effects of any significance were noted. One patient did not like 
the taste of the liquid preparation and another complained of heartburn 
during treatment. Even in the older patients no complaints of altered bowel 
function were made after seven days’ treatment. This was most satisfactory 
as constipation is not an uncommon occurrence in elderly patients who take 
antitussive preparations containing codeine phosphate. 


SUMMARY 
(1) A clinical trial of a new antitussive (pipazethate) is reported. 
(2) It produced a satisfactory response in 33 out of an unselected group 
of 50 patients. 
(3) No side-effects of any consequence were noted. 
(4) So far as can be judged from such a relatively small experience, 
pipazethate would appear to be a safe and useful antitussive. 


I wish to thank Messrs. Smith Kline and French Laboratories Ltd., for inviting 
me to take part in the trial and for supplying me with the liquid and tablet 
preparations. 
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GENERAL PRACTITIONER 
CLINICAL TRIALS 


PHENELZINE IN PSYCHONEUROTIC ILLNESS 


FroM all that has been written about them, mono-amine oxidase inhibitors 
would appear to possess a ‘mood elevating’ effect, this action being, para- 
doxically, a combination of tranquillization and central nervous stimulation. 
Phenelzine (‘nardil’) has been mainly advocated for treating depressive 
illness, but this type of case is not too common in general practice. On the 
other hand, mild psychoneurotic illness, embracing depressive and anxiety 
states, both acute and chronic, is extremely common and presents a con- 
siderable therapeutic problem for the hard-worked general practitioner who 
has little time for lengthy psychotherapy. Drug treatment of this type of 
case is therefore often a practical necessity, and it might be argued that the 
risk of a patient becoming dependent on a drug is no worse than becoming 
dependent on his doctor! 


SCOPE OF INVESTIGATION 
Six general practitioners took part in this trial, which was conducted 
over periods of one to four weeks, and the results were assessed by the 
clinical impressions of doctors and patients alike. ‘This type of assessment 
is the yardstick by which general practitioners decide which drugs they 
will prescribe, and clinical sense is seldom at fault in this respect. 

A total of 95 patients was studied, 39 of whom were suffering from mild 
acute psychoneurosis, 33 from mild chronic psychoneurosis, 21 from severe 
depression, one from schizophrenia and one from hyperemesis gravidarum. 
Under the heading of mild acute psychoneurosis were included transient 
anxiety states and depression, usually occurring in a patient who normally 
copes with life, but cannot adjust to an unexpected situation such as marital 
infidelity, family death, responsibility at work. A tranquillizing type of 
drug may be required to get them over the difficult period. The mild chronic 
psychoneuroses included chronic anxiety states and depression in persons of 
inadequate personality, who cannot face life satisfactorily without con- 
tinuous or repeated help from tranquillizers. Women outnumbered men by 
nearly 4:1, and the main incidence of all types of psychoneurotic and psy- 
chotic illness, studied in this trial, was considerably higher in the middle- 
and old-age groups. The dose used was 1 to 2 tablets of 15 mg. each, thrice 
daily. 

RESULTS 
The over-all results of the trial are shown in table I. The one patient with 
schizophrenia obtained complete relief of symptoms, but there was no 
response in the patient with hyperemesis gravidarum. There was some loss 
of patients in the second and fourth weeks of the trial, owing to patients 
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omitting treatment either because they were cured, experienced unpleasant 
side-effects, preferred other drugs, or defaulted. The improved results at 
the two- and four-week periods reflect the comparatively slow onset of 
action of mono-amine oxidase inhibitors. 

Comparison with previous forms of treatment.—A number of drugs had 
been administered previously to many of the patients studied in this trial, 
particularly in the mild chronic cases and those with severe depression, 
and table II shows the results achieved with these previous forms of therapy. 
In the mild psychoneuroses, both acute and chronic, barbiturates, with or 
without dexamphetamine, constituted the most widely used treatment. In 
the mild acute cases, these had resulted in a 44 per cent. complete relief of 
symptoms and 44 per cent. partial relief of symptoms, compared with 50 









































Effect | 1 week | 2 weeks | 4 weeks 
+ | 15 (38%) | 18 (60%) | 17 (61% 
Mild acute cases zs 15 (38%) 5 (17%) 4 (14%) 
— 9 (24%) 7 (23%) 7 (25%) 
| Totals | 39 | 30 | 28 
. . + | 11 (33%) | 8(32%) | 12 (66%) 
Mild chronic cases + 1§ (45%) 12 (48%) =. (22%) 
— | 7 (22%) | 5 (20%) | 2 (12%) 
Totals | 33 | 25 |} 18 
|e | 6 (24%) | 62%) | 5 (32%) 
Severe depression - | 4(19%) | 6(32%) 5 (31%) 
— | 11 (57%) 7 (36%) | 6 (38%) 
Totals | 21 | 19 | 16 | 
TaBLeE I.—Results obtained from use of phenelzine in 93 patients. 
+ = complete relief of symptoms, + partial relief of symptoms, 
— = noeffect. 


per cent. complete relief of symptoms and 20 per cent. partial relief of 
symptoms with phenelzine in the same patients. There was therefore not 
quite such a good response with phenelzine as with barbiturates, since 
30 per cent. of patients taking phenelzine failed to obtain relief of symptoms, 
as compared with only 12 per cent. taking barbiturates. On the other hand, 
the percentage of patients obtaining complete relief of symptoms was some- 
what higher with phenelzine. In the mild chronic cases, the results with 
barbiturates were not so satisfactory as in the acute cases, and only 27 per 
cent. of these patients had obtained complete relief of symptoms, with a 
further 60 per cent. obtaining partial relief. On the other hand, in the same 
patients treated with phenelzine, 73 per cent. obtained complete relief of 
symptoms, with 27 per cent. obtaining partial relief of symptoms and no 
failures. It is seen therefore that phenelzine was particularly successful in 
mild chronic cases, as might be expected in view of the rather slower onset 
of action of mono-amine oxidase inhibitors, as compared with barbiturates. 

Turning to the severe depressions, the phenothiazine derivatives were the 
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most widely used previous treatments in these patients, but the results 
had been generally poor in that only g per cent. had achieved complete 
relief of symptoms, with a further 64 per cent. obtaining partial relief of 
symptoms. In the same patients treated with phenelzine, 27 per cent. 
obtained complete relief of symptoms, with 33 per cent. obtaining partial 





























Treatment Mild acute Mild chronic | tied 
(More than one | __ psychoneuroses psychoneuroses ae een 
given in some | —|}— 
cases) | | | | 
} | | | 
| | | | | 
+ | +t p= | +ie2)—-]} +), 24— 
— eee Sa ae 
Barbiturates i: % | 8 2/7 eo) 3 — | 4 4 
(+ dexamphet- | | | | | 
amine) | (44%); (44%)} (12%)} (27%)) (62%)| (11%)! 
Phenothiazine 
derivatives ma = a — | - ta Pp Ss :. ts 3 
| | | | | | (9%) | (64%)| (27%) 
Phenelzine at 4 | | 
weeks | 10 4 6 II 4]/- 4 5 6 
| (50%)| (20%)| (30%)| (73%)| (27%) (27%)| (33%)} (40%) 























Tas_e II.—Comparison of results obtained with phenelzine and with other forms of drug 
therapy. 

relief of symptoms. Thus, although the percentage of patients obtaining no 

relief of symptoms with phenelzine (40 per cent.) was higher than with 

the phenothiazines (27 per cent.), the complete success rate was considerably 

better with phenelzine. 

Side-effects.—Side-effects were not very troublesome, and 66 per cent. of 
the patients experienced none at all, but two patients had to omit treatment 
because of side-effects. The commonest was drowsiness, occurring in nine 
patients, and then a group of psychogenic symptoms, such as ‘feelings of 
unreality’, ‘tightness in the head’, ‘muzziness’. These were experienced by 
five patients, and four experienced nausea and flatulence, whilst three 
suffered from mild insomnia and a further three from nervousness. The 
remainder of the side-effects were very varied in nature and occurred only 
in one or two cases each. 

CONCLUSIONS 
We concluded that phenelzine had little advantage over simpler remedies, 
such as the barbiturates, in the treatment of mild acute psychoneurosis, but 
that in the treatment of chronic mild psychoneuroses and severe depression 
it could be a useful drug. 

The following doctors took part in this investigation: 

Dr. B. L. Bisley, Whitton, Middlesex 
Dr. M. M. Figgis, Streatham, London 
Dr. J. C. Merry, Exeter, Devon 
Dr. D. J. Morton, North Berwick, East Lothian 
Dr. D. F. Parkin, Guildford, Surrey 
Dr. D. Wheatley, Twickenham, Middlesex 
This is Report No. 18 of the General Practitioner Research Group. 
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PRESIDENT’S VALEDICTORY ADDRESS 
(Abstract) 


By LINDSEY W. BATTEN, M.B., M.R.C.P. 
October 18, 1961 


IN March, three noteworthy papers were read to this Section on ‘General 
Practice in a Changing World’. These have since been published (Proc. 
Roy. Soc. Med., 1961, 54, 443. See also The Practitioner, 1961, 186, 628), 
and the present occasion seems to me suitable for an attempt at a summing 
up and some comments. 
DEAD OR DYING? 

What is the situation of general practice at this moment and which way 
should it try to go in this dizzily changing world? As to the first question, 
two of the three speakers held that it is dead or dying. Dr. George Silver, 
from New York, showed that both the number of doctors in general practice 
in his country and the number of students intending to join them are 
quickly and relentlessly diminishing, whilst Dr. 'T. F. Fox, conceding that 
general practice is being kept alive here, though perhaps in cold storage, 
by the National Health Service, considered it to be in imminent danger of 
being extinguished and replaced by hospital-based teams assuming direct 
responsibility for the care of patients. 

Dr. John Hunt took a different view. The general practitioner, though 
rightly not attempting things which someone else, perhaps in a hospital, 
could do better, could now do more for his patients than any of his for- 
bears. He is no less general than a ‘general store’, which does not supply 
everything on demand, and there are about a quarter of a million of his kind 
in the world who believe they do exist. He has disproved the forebodings of 
Dr. Collings, who thought him dying, whereas he is in renaissance. True, 
he must adapt himself to the times by cutting out some of his former 
activities and by a wider adoption of group practice, though not forgetting 
that ‘many people prefer a single doctor friend to a panel of medical advisers’. 
With these concessions to the increasing complexity of medical science he 
can and should go forward on the road he already treads. 

Dr. Hunt’s is a comforting view but doubts arise. The vigorous life of 
the College of General Practitioners, this Section and clinical societies 
throughout the country strongly supports it but the quarter of a million who 
seem to clinch the argument by their mere existence perhaps scarcely do so, 
December 1961. Vol. 187 (808) 
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for it seems reasonably certain that a family doctor of forty or even thirty 
years ago would not have admitted that they are general practitioners 
at all, so many were the services which he rendered to his patients, but 
which they depute to hospitals. Personal experience since 1920 amply 
confirms the progressive and irresistible narrowing of the scope of general 
practice and if we do conscientiously ‘cut out everything which other people 
can do better’ we cut out so much that general practice loses its general 
character, while if group practice becomes common it also loses its personal 
quality. What then is left? 
‘A MEDICAL FRIEND’ 

Dr. Fox takes the view that there is only one thing the ‘general practitioner’ 
(he does not wish to change his name) can do which the hospital and hos- 
pital-team cannot do, namely to be the personal doctor, the medical friend 
of the individual but, since ‘everybody needs a medical friend’ and the 
concept of medicine as consisting of the continuous care of people is the 
right or true concept, this one thing is enough. As personal doctor the 
general practitioner ought, in the common interest and for the good of 
medicine, to live and not die. The troubling question here is to know 
whether it is possible, however desirable, to continue to be personal doctor 
if one has ceased to be general practitioner. How often can one refer a 
patient to hospital for precise diagnosis and treatment, however correctly, 
and still expect him to regard one as his responsible adviser to whom he 
will turn in every medical trouble? Surely the only answer is that, although 
the basic function of our ‘personal doctor’ is what the name implies, he 
must be encouraged, expected and aided to perform as many of the func- 
tions of the general practitioner as, with all possible help, are within his 
power. Initial examination, provisional diagnosis, discussion with patient 
and wise referral are actually exacting responsibilities and considerable 
services but there are many conditions now treatable at home, formerly not 
so, and others well within the practitioner’s capacity to see through from 
start to finish, given only a hospital bed and what goes with it. It is perhaps 
a condition for the personal doctor’s survival that the hospitals should help 
him in every possible way (some beds included) to be not a personal doctor 
(for that he can manage without such help), but as much of a general prac- 
titioner as is now consistent with efficient medical care. 

Dr. Silver recognized as clearly as Dr. Fox the patient’s need for the 
personal doctor. “The family doctor approach for meeting the needs of the 
family for guidance and support through the maze of specialized knowledge’, 
he said, ‘is perhaps more necessary than ever’. At the same time he believes 
that ‘family practice must be through group practice in a hospital setting’ 
and he described an attempt to supply a large number of citizens in The 
Bronx, New York (insured under a prepayment scheme), with the services of 
a hospital-based specialist team and ‘their own doctor’—an ‘internist’, 
working as a member of the team. He regarded the plan as successful and 
so, within limits, no doubt it is but from his own account it is clear that 
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the continuity of medical care by any one internist is far less than that 
expected of—and given by—a patient’s ‘own doctor’ in Britain. A survey 
of this very plan, since published, by a social science student (Freidson, 
1961), shows that many patients still believed that they did not get the 
personal service and interest they felt they needed and sought these things 
outside the scheme, without actually leaving it. Even a temporary scheme, 
whereby a team of doctor, nurse and social worker was at the service of the 
registered family, though it received warm praise, did not prevent many 
patients from straying. It seems clear that the solution of the problem of 
supplying the patient with the technical and the personal medical care he 
needs has not been found in New York and that the second need is harder to 
meet than the first. 


PERSONAL PREVENTIVE MEDICINE 
One other view of our future function, not put to the March meeting but 
very relevant, is that voiced lately by Backett (1960), that medical comforting 
and even the care and cure of declared disease should be seen as outdated 
and that medical friendship should now show itself in prevention and in the 
pre-symptomatic diagnosis of disease. ‘That prevention is part of our work 
and duty is not in doubt but it is surely true that many distressing ailments— 
the degenerative diseases, for example—are not yet within sight of pre- 
vention but do need relief, comfort and advice. ‘There are many pitfalls in 
prophylaxis and our most resounding successes in preventive medicine 
confront the whole world with one of its toughest problems: the population 
explosion. Personal preventive medicine is part of the family doctor’s daily 
work but surely he should not yet abandon the other parts. 


THE CHOICE 
The choices put before us are continuance, with modifications, on our 
present way; concentration on medical care of the person; hospital-based 
team-work; and nothing less than prevention. Between different forms of 
teamwork and between prevention and other kinds of medical care there is 
no real conflict and any one of us would probably find it easy enough to 
decide which he would prefer and in which he would best serve medicine, 
but between continuing personal care and every kind of teamwork, there is 
basic opposition and any wide extension of the second must, I suggest, 
eliminate the first. Continuing personal care cannot exist on a small scale 
only. If we wish it to continue at all we must collectively decide in its 
favour and make appropriate efforts. If we believe that the day of the 
personal doctor is gone perhaps we should say so but we should not forget 
that on the need for the personal doctor, Dr. Silver—protagonist of the 
hospital team—is at one with Dr. Fox. It is on how to supply him that they 
differ. 
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CURRENT THERAPEUTICS 
CLXVIII.— RAPIDLY ACTING INTRAVENOUS AN/ESTHETICS 


By JOHN W. DUNDEE, M.D., Pu.D., F.F.A.R.C.S. 
Department of Anaesthetics, The Queen’s University of Belfast 


SINCE the first really successful intravenous anesthetic, hexobarbitone, was 
introduced into clinical practice in Germany almost thirty years ago, there has 
been a continuous search for new compounds. The most popular of these is 
thiopentone and in many countries the trade name ‘pentothal’ is synonymous 
with intravenous anesthesia. Its use has increased enormously since the end 
of the war and most adult patients now expect to be put to sleep ‘with a 
needle’. 

Considering the many barbiturates which are employed as sedatives and 
the potentially large number of possible modifications of the barbiturate 
nucleus, it is not surprising that several hundred of these have been investi- 
gated as intravenous anesthetics. Only about a dozen, however, have proved 
satisfactory for this purpose. The object in studying new compounds was 
to find one from which recovery of consciousness would occur more rapidly 
than from equipotent doses of hexobarbitone or thiopentone. It was also 
hoped that some of the newer drugs would have less deleterious effects on 
the cardiovascular and respiratory systems and produce less damage if 
injected extravenously than the established ones. 

Unfortunately, the barbiturate group of drugs possesses certain undesir- 
able actions; these can be modified in part by alterations in their side-chains, 
but never completely eliminated. For this reason, recent research work in 
this field has been extended to the non-barbiturate compounds. In the early 
years of this century ether, chloroform, bromethol and paraldehyde were 
all tried as intravenous anesthetics without any great success and it was not 
until 1955 that the steroid, hydroxydione, was used as the first acceptable 
non-barbiturate intravenous anesthetic. Between three and five minutes 
were required before the narcotic effect of hydroxydione became manifest 
and this has prevented its widespread acceptance as a drug for routine use. 
Frey and Herrmann (1957), Henschel and Just (1957) and Feurstein (1957) 
reported from Germany on the use of a phenoxyacetic acid amine known 
as G.29505 and preliminary reports suggest that, whilst this compound 
itself may not be the ideal intravenous anesthetic, it opens up a new group 
of drugs which are worthy of further study. 

In this article attention is directed to the most recently introduced and 
most promising of the intravenous anzsthetics, although for the sake of 
completeness reference will have to be made to other intravenous agents. 
The barbiturate group of compounds will be discussed first and, when 
possible, the newer drugs will be compared with thiopentone. 
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BARBITURATES 

Textbooks of pharmacology usually divide the barbiturates into three or 
four groups according to their duration of action: e.g. long-acting, medium- 
acting, short-acting and ultra short-acting. The use of this latter terminology 
for the intravenous agents is both misleading and unfortunate. It is mis- 
leading since the duration of narcosis is related to the dosage and if sufficient 
of any of the drugs is given, either as a single dose or by intermittent injection 
spread over a period of time, the recovery may be very prolonged. It is 
unfortunate since return of consciousness does not necessarily imply that 
the mental faculties are fully recovered. One of the features which distin- 
guishes these drugs from the other barbiturates is that the intravenous 
injection of an aqueous solution of sufficient dosage will result in loss of 
consciousness in one arm-brain circulation time and hence a better descrip- 
tion is ‘rapidly acting’. 


GROUP PHARMACOLOGY OF THE BARBITURATES 
There are so many common features of the action of all the rapidly acting 
barbiturates that it is simpler to describe these first and point out the dif- 
ferences of the newer drugs later. 


O | 
| | 
" en oi 
Pa C=2 
5 CcC——N 
| | 
Oo Na 
Group I 2 
(Oxy) barbiturates* H O 
Methylated barbiturates CH, O 
Thiobarbiturates H S 


Methylated thiobarbiturates CH; S 
* None of this group is suitable for intravenous anesthesia. 
Fic. 1.—The barbiturate nucleus, and sites of substitution, as outlined in text. 


Recovery of consciousness is not the result of a rapid detoxication of the 
injected drug, but rather a redistribution to non-nervous tissues, of which 
the lean body tissues play an important part shortly after the administration 
(Price, 1960), whilst body fat eventually contains a large amount of the 
undetoxicated drug. This leads to a cumulative effect when the drugs are 
given by intermittent injection, and once the ‘body depots’ contain appre- 
ciable amounts of the drugs, thus decreasing the brain-tissue gradient, 
prolonged narcosis will result. 

Some degree of hypotension results from the rapid injection of the bar- 
biturates and this is more marked in hypertensive subjects and in the 
presence of hypovolemia. Temporary apncea often results from the injection 
of large doses, and the respiratory depressant effect of these drugs is 
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potentiated by opiate premedication (Eckenhoff and Helrich, 1958). Avail- 
able evidence suggests that there is no appreciable time lag in the passage 
of the barbiturates across the placental barrier. 

Many of the undesirable clinical effects of the barbiturates can be explained 
by the observations of Clutton-Brock (1960) and Dundee (1960) that a low 
blood content of thiopentone is associated with an increased sensitivity to 
pain. This finding has implications in the postoperative period and when 
the drug is used as the sole anesthetic. My own unpublished results show 
that this applies qualitatively to all the drugs in clinical use, although the 
duration of this effect varies with the rate of recovery from the different 
compounds. 


CHEMISTRY OF THE BARBITURATES 
The intravenous barbiturates fall into three chemical groups as shown in 
figure 1. 


Methylated barbiturates —This group contains hexobarbitone, two drugs which 
have a limited use on the Continent (‘narconumal’; ‘narkodorm’ or ‘narkotal’) and 
the new preparation, methohexitone. 

Thiobarbiturates—These sulphur-containing compounds comprise thiopentone, 
thialbarbitone and buthalitone which are used in this country; thiamylal which has 
a limited popularity in America, and the German drugs ‘inaetin’ and methitural. 

Methylated thiobarbiturates—The combination of N-methylation and sulphura- 
tion produces a group of compounds with such a high incidence of side-effects that 
they are unlikely to be of any clinical use (Barron and Dundee, 1961). 

The presence of a methyl (or ethyl) group in the 1 position produces a 
compound which causes a high incidence of tremor and spontaneous muscle 
movement. This is one of the main drawbacks of hexobarbitone. Sulphura- 
tion of the 2 position increases the rate of onset of narcosis and, by increasing 
fat solubility, increases the rate of recovery from an effective anesthetic 
dose. ‘The difference between the rate of onset of pentobarbitone and 
thiopentone has been demonstrated clinically by Dundee (1957). Mark and 
his colleagues (1958) have shown that thiopentone penetrates the brain 
immediately, whilst Goldstein and Aronow (1960) found a delay in penetra- 
tion by pentobarbitone. 

The 5 side-chains affect the potency of the barbiturates and have some 
influence on the rate of recovery. Some of these side-chains are associated 
with a high incidence of hiccup, but the reason for this is not known. The 
5 and 5’ side-chains of the compounds to be discussed in detail are shown 
in table 1. 


THIOPENTONE, THIAMYLAL AND ‘INACTIN’ 
Thiopentone and thiamylal are so similar in their clinical action that no 
difference could be detected between them in one large-scale clinical study 
(Tovell et al., 1955). Apart from being only half as potent, there is no apprec- 
iable difference between the action of these two compounds and that of thial- 
barbitone. 
‘Inactin’ was introduced into clinical practice by Horatz and Stiirtzbecher 
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in 1952 in Germany and has undergone extensive clinical trial in this country 
during the past three years. Dundee and Riding (1960) found it to be 
slightly less potent than thiopentone, but otherwise the actions of the two 
drugs were very similar. Thus, there are available four very satisfactory 
intravenous anesthetics, which differ from each other only in their potency. 
The incidence of complications following their judicious use is so low that 
any new compound will have to have outstanding merit to justify its general 
adoption by anesthetists. 


BUTHALITONE 

Early reports of this drug by Weese and Koss (1954), in which it was com- 
pared with hexobarbitone, suggested that, although the duration of narcosis 
from equipotent doses of the two drugs was similar, complete recovery 
occurred more promptly with buthalitone. More recent investigators have 
failed to confirm the rapidity of recovery, especially in comparison with 
equi-effective doses of thiopentone. Using a somewhat complicated, but 
reliable, method of determining the time of recovery, Simmons and Curwen 
(1960) found no statistically significant difference between buthalitone and 
thiopentone. 

Despite these findings many workers, who have used the drug for opera- 
tions, dental extractions or electroconvulsive therapy, have commented on 
the rapid complete recovery from buthalitone with an almost complete 
absence of hangover. Davidson and Love (1956) used a ‘closed vein’ tech- 
nique and employed a dose of 50 mg./14 pounds (7.5 mg./kg.) body 
weight for operations on outpatients. This produced a brief period of deep 
anesthesia from which recovery was fairly rapid. Many writers, however, 
describe a high incidence of coughing and hiccup after the use of buthalitone, 
and Guldmann (1956) considered this to be so high that he could not recom- 
mend the drug for general clinical use. 

Considering all the available information on buthalitone, it would appear 
to be a drug from which recovery may occur slightly more rapidly than 
from equipotent doses of thiopentone. This doubtful advantage is more 
than outweighed by the high incidence of induction complications associated 
with its use. Thus it would appear that it possesses no advantages over the 
established drugs. 


METHITURAL 

It was hoped that the presence of the methyl-thioethyl side-chain in methi- 
tural would result in its rapid detoxication and at the same time protect 
the liver from any harmful effects of the barbiturate, since the same radical 
is contained in the essential amino-acid, methionine (Zima, von Werder and 
Hotovy, 1954). As in the case of buthalitone, well-planned studies have not 
confirmed its shorter action as compared with thiopentone (Gale, 1957; 
Wyant, Dobkin and Aasheim, 1957; Egbert, Sechzer and Eckenhoff, 1958). 
It is also interesting to note that all these workers also found a higher 
incidence of coughing and hiccup with methitural than with thiopentone. 
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Thus, the same over-all remarks apply to methitural as to buthalitone and 
the drug is not a useful addition to the armamentarium of the anesthetist. 


METHOHEXITONE 
There is good evidence to show that methohexitone is appreciably more 
potent than thiopentone and it is the only barbiturate for which there is con- 
vincing evidence of a more rapid recovery than from the standard drug. Both 
these properties were noted in the original report on its pharmacology (Stoel- 
ting, 1957) and have been verified in many clinical studies. Friedman (1959) 
commented on the rapidity with which patients who had methohexitone 
for electroconvulsive therapy were able to return home, as compared with 
the results with other barbiturates. Several studies have been undertaken 
in patients having minor gynecological operations (Wyant and Chang, 








Side-chain 
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Thiopentone CH, — CH, — CH, — CH CH; — CH; 
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CH, 

Methohexitone CH, —Cii, —C =C-cCH CH, = CH — CH, 
CH, 








TaB_e I.—Alkyl side-chains of drugs discussed in detail in the text. 


1959; Wyant and Barr, 1960; Green and Jolly, 1960) and all concluded that 
the recovery from thiopentone was significantly slower than from metho- 
hexitone. 

Being a methylated compound, it is not surprising that muscle movement 
and tremor are often reported as a complication of its use. In the early 
reports on methohexitone, the incidence varied from 3 per cent. (‘Taylor 
and Stoelting, 1960) to 35 per cent. (Wyant and Barr, 1960). ‘The reasons 
for this discrepancy have been studied in detail by Dundee and his colleagues 
(1961) who found that the frequency of severity of this abnormal spontaneous 
skeletal-muscle activity increased with the dose of the drug injected. They 
also found that with a fixed dose of the drug it varied with different forms 
of premedication. Opiate premedication reduced the incidence to almost 
zero, whilst drugs which increased sensitivity to somatic pain (hyoscine and 
some of the phenothiazines) raised it to a prohibitive degree. In a well- 
controlled study, using 1.6 mg./kg. of methohexitone for a standard opera- 
tion with nine phenothiazine derivatives as premedication, Dundee and 





816 THE PRACTITIONER 


Moore (1961) found a direct relationship between the incidence of these 
complications and the analgesic action of the premedication. 

These studies not only have a bearing on the clinical use of methohexitone, 
but demonstrate the fallacies of so-called clinical trials of drugs in which 
attention is not paid to the premedication or dosage employed. When 
Dundee and Moore (1960) compared the actions of thiopentone and metho- 
hexitone, they found a significantly higher incidence of abnormal muscle 
movements with the latter drug when atropine was given as the sole pre- 
medication. In patients premedicated with 100 mg. of pethidine and 0.6 
mg. of atropine, however, the difference between the two drugs was much 
less marked and probably of no clinical significance. 

Coughing and hiccup are common complications when methohexitone 
is used as the sole narcotic for minor operations (Wyant and Chang, 1959), 
but are not very troublesome when the drug is combined with nitrous oxide 
(Wyant and Barr, 1960). ‘The incidence of this complication is not appre- 
ciably decreased by analgesic premedication, but the pre-anesthetic use 
of hyoscine reduces it markedly. With a drug of the potency of metho- 
hexitone, it is not surprising that respiratory depression and even apncea are 
mentioned as common complications, particularly following opiate pre- 
medication. Dobkin and Wyant (1957) found a high incidence when large 
doses were given, but this is a preventable complication and is very transient 
when it does occur. 

There is some evidence to suggest that methohexitone causes less hypo- 
tension than equivalent doses of thiopentone. This may be a specific property 
of this drug, or the result of its short action. Under clinical conditions the 
brief period of hypotension may not be so easily detected as that following 
thiopentone or similar drugs. Irrespective of its explanation, this desirable 
feature of methohexitone merits further study. 

Weyl and his colleagues (1958) noted the lack of irritation following the 
extravenous injection of 1 to 2 per cent. methohexitone. It should be noted 
that another methylated barbiturate (hexobarbitone) has a much less 
deleterious action when injected intra-arterially than thiopentone, and the 
non-sulphur-containing compound does not release noradrenaline from 
the vessel walls (Burn, 1960). Although this action of methohexitone has 
not been specifically studied, it is likely that the dilute solution employed 
may cause less damage than the more widely used drugs. 

Taking all aspects of the action of methohexitone into consideration, it 
would appear to be the most promising of the newer barbiturates. It has 
not much to recommend it over thiopentone as a routine induction agent 
for major surgery, but would appear to be specifically indicated in minor 
cases, particularly in outpatients. 


NON-BARBITURATES 
As mentioned previously, the delay in the onset of narcosis with hydroxy- 
dione is a major drawback to its wide acceptance in anzesthetic practice. 
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In contrast to the barbiturates, however, it produces analgesia in sub- 
anzsthetic doses and it may have a place in sedation for such procedures 
as angiocardiography or lumbar puncture in children, in the chronic 
alcoholic, and for laryngoscopy and bronchoscopy in which spontaneous 
respiration is desirable during the operation (Bryce-Smith, 1959). 
G.29505.—As can be seen from figure 2, this compound bears no re- 
lationship to the barbiturates. It is a phenoxyacetic acid amine which is 
almost insoluble in water, but when injected intravenously in an organic 
solvent in doses similar to that for thiopentone, will cause sleep in one 
arm-brain circulation time. Although this insolubility and the incidence of 
thrombosis which follows its use in any of the available solvents has, to 


CH.°CH, 
O—CH.CO—N 


CH,-CH, 
OCH, 


CH,-CH = CH, 


Fic. 2.—Formula of G.29505. 


date, precluded its being made generally available, the actions of G.2g505 
have been studied in some detail. Since these differ appreciably from those 
of the barbiturates, they will be summarized briefly, particularly since new 
advances in the field of intravenous anesthesia may come from similar drugs. 

There is little doubt that recovery from G.2g505 occurs much more 
rapidly than from equivalent doses of thiopentone. Furthermore, when 
consciousness returns, full mental faculties are quickly restored to normal. 
This property has led to enthusiastic reports of its use in outpatients 
(Henschel and Just, 1957; Boureau, 1960) and in dental practice (Swerdlow, 
1961). There is almost a complete absence of hypotension following the 
average clinical doses of 4 to 5 mg./kg. in normal subjects; in fact, the 
usual barbiturate hypotension is often replaced by a transient rise in blood 
pressure. Furthermore, respiration is stimulated for about 20 seconds after 
injection of average doses and this is occasionally followed by a brief period 
of apnoea. This hyperventilation occurs each time a supplementary dose of 
25 to 50 mg. is injected. 

Sub-anesthetic doses of G.2g505 cause a transient period of analgesia 
(Dundee and Hamilton, 1961). With doses of 250 to 500 mg., a detectable 
degree of analgesia occurred for 10 to 15 minutes after return of conscious- 
ness and even with doses of 800 mg. to 1 g. this period never exceeded half 
an hour. Of still more importance was the inability of these workers to 
detect any increased sensitivity to pain during the recovery period, irrespec- 
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tive of the dose used. This transient analgesic action of G.2g505 undoubtedly 
contributes to its value as the sole anesthetic for minor procedures. 


SUMMARY 

On reviewing the recently introduced intravenous anesthetics, it is apparent 
that few of these live up to the many clairas that have been made for them. 

Of the barbiturates, methohexitone alone seems worthy of a lasting place 
in the armamentarium of the anesthetist. 

A phenoxyacetic amine, G.29505, seems to be a drug of great promise, 
but its lack of solubility in water has posed a problem to the manufacturers 
that has not yet been satisfactorily answered. 
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XXIV.—BLOOD GROUPS AND THE RHESUS FACTOR 


By GEOFFREY H. TOVEY, M.D. 
Medical Director, South-West Regional Blood Transfusion Service, Bristol 


KNOWLEDGE of a patient’s ABO and Rh blood groups is important during 
pregnancy and whenever blood transfusion is required. These tests are 
carried out by departments of pathology at all major hospitals and by 
Regional Transfusion Centres. ‘The sample required is 10 to 15 ml. of blood 
in a dry, sterile container without anticoagulant. 


TESTS DURING PREGNANCY 

About one in six expectant mothers is Rh-negative and, if married to an 
Rh-positive man, may develop Rh antibodies during pregnancy. Recent 
evidence (Finn et al., 1961) indicates that the major stimulus to the forma- 
tion of anti-Rh is a leak of a few millilitres of the baby’s Rh-positive blood 
into the mother’s circulation during labour. For this reason Rh antibodies 
are rarely present in a first pregnancy unless the woman has been injected 
or transfused with Rh-positive blood at some earlier date. Rh antibodies 
are immune globulins of small molecular size and traverse the placental 
barrier freely. Once formed in the mother they therefore enter the feetal 
circulation to react with the baby’s Rh antigen and cause hemolytic disease 
of the foetus and newborn (erythroblastosis fcetalis). 

The essence of a blood-group examination during pregnancy is to deter- 
mine whether the woman’s corpuscles are Rh-positive or Rh-negative and 
whether anti-Rh or other immune antibodies are present in her serum. 
A sample of the patient’s blood should be taken as soon as she is known to 
be pregnant, and be sent to the laboratory with the minimum of delay to 
prevent hemolysis and deterioration of blood-group antigens and antibodies 
at normal temperatures. To avoid errors of identification, the sample must 
be carefully labelled with the patient’s name, initials, age and address, and 
should be accompanied by the following clinical details: 

(1) The patient’s expected date of delivery. 

(2) A summary of the dates and outcome of all previous pregnancies, 
noting especially whether there was any feetal abnormality, stillbirth, jaun- 
dice or anemia. 

(3) Details of any transfusion or intramuscular injection of blood. 

A standard form (N.B.T.S.1) may be obtained from hospital laboratories 
or Regional Transfusion Centres for use with these samples. 

The pathologist determines the range of tests to be carried out from the 
clinical history. If the woman is primiparous and has not received a trans- 
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fusion or injection of blood, only the ABO and Rh groups need to be deter- 
mined, since in these circumstances development of anti-Rh is almost 
unknown. Similarly, in many laboratories, the serum of Rh-positive mothers 
is not examined for immune antibodies unless there has been a transfusion 
or a previous baby has been stillborn, jaundiced or anemic. Examination 
for Rh antibodies is a routine practice when the woman is Rh negative and 
multiparous, or if there is a history of blood transfusion. 

In the majority of cases the report will state the patient’s ABO and Rh 
groups only and will imply or indicate that no further tests are required. 
In a lesser number, although no Rh antibodies have been detected at this 
first examination, a further test should be made six to eight weeks from 
term. This is particularly so in the case of Rh-negative multiparous women 
and women of any parity who have been transfused, since significant 
immune antibodies may not develop in all instances until late in the preg- 
nancy. It is important that this further test should be done not later than 
the 34th week, otherwise when antibodies are present there may be insuffi- 
cient time to determine their full significance and to make arrangements, 
when necessary, for premature delivery of the baby. 


PATIENTS WITH IMMUNE ANTIBODIES 

When Rh or other immune antibodies are found in the mother’s blood she 
should be delivered in a maternity hospital with special facilities for the 
management of babies with hemolytic disease of the newborn. In addition, 
certain other investigations will guide in the management of the pregnancy. 

Provided that it is determined by the antiglobulin technique, the titre 
of the maternal anti-Rh is a reliable indicator of the probable severity of 
the disease in her baby. In this technique doubling dilutions of the mother’s 
serum are incubated with known Rh-positive cells at 37°C., which are then 
washed free of all serum and tested against an anti-human-globulin serum 
prepared in a rabbit. This is a highly sensitive test and the antiglobulin 
reagent agglutinates Rh-positive cells which have adsorbed anti-Rh globulins 
on to their surface. When a woman develops Rh antibodies for the first 
time, stillbirth is unlikely unless the antibodies rise above a certain critical 
titre. This titre varies according to the antiglobulin reagent and test cells 
used, and in Bristol, for example, is 1 in 40 (Tovey and Valaes, 1959). In 
many centres therefore, premature delivery about twenty-one days before 
full-term is practised when Rh antibodies are present at or above this titre. 
When the woman has previously given birth to an affected baby, an Rh- 
positive foetus is exposed to the mother’s antibodies throughout the entire 
course of the pregnancy. In consequence, premature delivery may then be 
advisable at an earlier date and at a lower titre of anti-Rh. 

Detection of Rh antibodies should be followed by an examination of the 
husband’s blood for Rh genotype. Exceptionally, he proves to be Rh- 
negative and the presence of anti-Rh in his wife’s serum is then traced to 
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an unsuspected or forgotten injection of Rh-positive blood some years 
earlier. The baby will in this case be Rh-negative and unaffected with 
haemolytic disease. More commonly, the husband is homozygous or hetero- 
zygous Rh-positive. If homozygous, either of his paired chromosomes will 
transmit the Rh factor (usually D) against which his wife has formed anti- 
bodies and the present baby and all subsequent ones will then be Rh- 
positive and affected with hemolytic disease. If heterozygous, only one of 
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Fic. 1.—Recommended procedure for blood grouping in pregnancy. 


his chromosomes transmits the positive factor, so that there is an even 
chance that a subsequent baby may be Rh-negative and unaffected. 

When the mother has previously carried a baby affected with hemolytic 
disease and the husband is heterozygous-positive, repeated tests of antibody 
titre during the pregnancy may be helpful in determining the Rh group 
of the foetus in utero. Unfortunately this is not an absolute indicator, but 
in general it may be said that if there is a fourfold increase in titre the baby 
is likely to be Rh-positive and affected, whilst if there has been no change 
in titre the chance is four out of five that the baby is Rh-negative. 


SPECIAL PROBLEMS 
As already indicated, the Rh-positive mother is not exempt from developing 
Rh antibodies. This is because red cells contain a number of Rh antigens, 
described as C, D, E and so on. By ‘Rh-negative’ is meant that the cells 
do not contain the D antigen and it is this one which is determined when 
a sample is grouped as Rh-positive or Rh-negative. Rarely, therefore, a 
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D- (or Rh-) positive woman may develop antibodies to one of the other 
Rh antigens, C or E, i.e. anti-C or anti-E. 

In some families ABO blood-group incompatibility is an unusual cause 
of hemolytic disease of the newborn and, again, in these cases the mother 
may be Rh-positive. Usually she is group O and has formed a strong anti-A 
hemolysin against her baby’s group-A red cells. 

Hemolytic disease from these less usual causes is not always anticipated 
by routine antenatal blood grouping. Whenever therefore there is a history 
of unexplained stillbirth, hydrops feetalis or severe neonatal jaundice, it is 
advisable for clotted samples to be sent to the laboratory from both husband 
and wife so that a direct test for incompatible antibodies may be applied 
between the woman’s serum and her husband’s red cells. These recom- 
mendations are summarized in figure 1. 


BLOOD TRANSFUSION 
In the event of transfusion, the laboratory will require 10 to 15 ml. of clotted 
blood from the patient for determination of ABO and Rh (D) group and 
for the compatibility test. 

An incompatible transfusion may result from an error of identification 
and the sample must be labelled accurately and with care. Not uncommonly, 
the blood of more than one patient of the same surname may be under test 
in the laboratory. Full christian names, age and hospital ward or home 
address should therefore always be included. Whenever possible the sample 
should be sent to the laboratory at least twenty-four hours before trans- 
fusion to give adequate time for further investigation should there be an 
unexpected finding in the grouping or compatibility tests. Not all immune 
blood group antibodies are detectable by a standard antiglobulin reagent 
and as a guide to the nature and extent of the compatibility test the patho- 
logist needs to know: whether the patient has been transfused before; 
whether a previous transfusion was accompanied by any adverse reaction, 
and, if the patient is a woman, whether any children were stillborn or 
jaundiced at birth. A standard form (NBTS 25) is available at all labora- 
tories for requesting blood for transfusion. 

Unfortunately, no simple or rapid test will exclude all types of incom- 
patibility, and this must be appreciated whenever blood is required at short 
notice. In such circumstances it is always advisable to speak personally to 
the pathologist and thus to ensure that the laboratory has all the necessary 
details and can give the case the required degree of priority. 
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PRINCIPLES OF REHABILITATION 
XII.—AGRICULTURAL REHABILITATION UNITS 


By W. RUSSELL GRANT, M.R.C.S., L.R.C.P., D.PHys.Mep. 
Director, Department of Physical Medicine, Royal Hampshire County Hospital, 
Winchester, and Winchester Group Agricultural Rehabilitation Unit 


For a long time efficient efforts have been made for the rehabilitation of 
industrial workers, and facilities for providing for their care are well known 
and exist throughout the country. What is not so well known is that there 
are in existence large numbers of agricultural workers who through illness 
or accident become a rehabilitation problem every year and for whom no 
comparable organization exists. Some years ago we attempted to assess the 
problem of ways of solving this and through the help of the Nuffield 
Foundation we were able to start a small prototype agricultural assessment 
and rehabilitation unit. 
THE PROBLEM 
There are several ways in which the problem differed from industrial 
rehabilitation :— 
(1) (a) The smallness of the units concerned 
(b) Their wide dispersion 
(c) The difficulty of getting in touch with suitable patients 
(d) The problem of good relationships with the employer 
(2) The standard of fitness required for the work 
(3) The type of work 
In industry there is a large number of employers involved who live 
together in a fairly large community. Owing to the size of the industry 
concerned, it is not necessary for the employee to be particularly versatile 
and as soon as an employee requires rehabilitation on account of illness or 
injury, this comes to the notice of the appropriate authorities far more 
readily. ‘This should be contrasted with the farm labourer in the cottage 
over the hill about whom few people know whether he is fit or ill. In in- 
dustry, once good relationships have been established with the manage- 
ment, they are not only willing but, because of the variety of people employed 
on different jobs, are able to find suitable employment, should the employee 
suffer some permanent disability. In the case of the agricuitural worker, 
however, owing to the size of the unit (i.e. the farm), almost invariably each 
case means breaking new ground and establishing good relationships with 
the employer (i.e. the farmer), and even when this has been achieved, how- 
ever well intentioned he may be, it will often be impossible for him to offer 
suitable re-employment as he has not a sufficiently large staff or a sufficient 
variety of jobs. 
Fitness for work.—In rehabilitation in any sphere, ability to dress and feed 
oneself and a certain amount of locomotion is a sine qua non, but farming 
December 1961, Vol. 187 (823) 
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requires that the person should be ambulant, capable of driving and attend- 
ing to machinery, and of undertaking a variety of occupations. These may 
vary from humping large and heavy objects such as sacks of corn or bales 
of straw in the event of there being a mechanical failure, to capturing and 
leading a ferocious bull in the way in which it should go. On a small farm 
employing eight or ten people it is usually imperative that patients for re- 
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Fic. 1.—Diagram showing layout of Winchester Group Agricultural Rehabilitation Unit. 





employment should be not only physically fit but versatile since they may 
at any time be required to take over any of the widely different tasks. 

One is sometimes asked to re-settle epileptic people into agriculture, the 
excuse often being made that the unfortunate person is not fit to work in 
industry owing to the machinery hazard. What is not generally realized is 
that the hazards are often worse in agriculture as regards machinery, and in 
addition there are added hazards such as the silage pit into which an un- 
conscious man working on his own could slip with fatal results. It is also not 
realized how important a part tractor-driving plays in the modern farm and 
what a considerable, if not nearly impossible, amount of reorganization is 
required to avoid driving or using machinery during a farming year. 

Type of work.—There is less specialization in farming than formerly and 
there is much mixed farming. Arable farming involves ploughing, sowing 
and harvesting crops; grazing involves milk production and beef, mutton 
and lamb production. Separate entities are pig-farming and poultry- 
rearing. So far as the latter is concerned, there is an erroneous impression 
that poultry work is light work. This was certainly the case at one time, but 
today, with the advent of the broiler industry, intensive egg production, and 
rearing, a high output of work is required from each man. 


A modern broiler set-up, for instance, may consist of four large buildings housing 
a total of 20,000 chickens which are coming to maturity every ten weeks throughout 
the year and are looked after by one man. On the other hand, there are well-paid 
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jobs such as day-old chick sexing at which a quick and able performer can earn up to 
£20 a week provided he or she is really first class. 


In the case of the large market-gardening concern there is not quite so 
much machinery involved and the staff is of adequate size to allow the 
employment of people not concerned with machinery or driving, and in 
addition to this there is of course greenhouse work. On the other hand, to 





(a) 
Fic. 2.—A left-sided hemiplegic using (a) a rake and (b) a broom, the handles of which 
have been provided with a short piece of guttering for the forearm and a grip at right- 
angles for the man’s hand thereby enabling the user to have far greater control and apply 
far greater effort. 
make up for his or her disability, the rehabilitated person will have to be of 
reasonable intelligence, industrious and dexterous. 

There are, of course, several land settlement schemes run by the Govern- 
ment on a cooperative basis where people who are handicapped are in charge 
of a few acres and do their buying, advertising and marketing through a 
central office, but these do little more than touch the fringe of the problem. 


THE UNIT 

In our prototype unit (fig. 1) facilities are available for soil sterilization, soil 
mixing, seed growing, planting out, seed-box manufacture; in the green- 
house different and varying tasks are provided in the cold, heated and pro- 
pagating sections. Machinery is kept to a minimum, and consists of an 
automatic plucking machine which can be well operated by a one-handed 
recovering hemiplegic, a rotavator and a tractor. In addition, there is a 
hostel with accommodation for twelve patients. 
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The programme of each individual is completely arranged and involves a 
certain amount of treatment in the physiotherapy department integrated 
with suitable jobs (fig. 2, 3) in the practical building, in the greenhouse, 
and on the surrounding land. As most of the patients go home at weekends, 
it is not practical to deal with animals, and livestock has been limited to 
battery and deep-litter chickens with the various jobs that are involved with 





(a) (b) 
Fic. 3.—Another left-sided hemiplegic (a) managing a wheelbarrow by means of two-inch 
(5 cm.) webbing sling round the shoulders, (b) operating a rotavator one-handed on 
reasonably level ground. 


poultry such as egg-sorting, cleaning, poultry preparation and the like. 

As a result of our experience we are quite convinced that the Unit has 
helped a considerable number of agricultural workers requiring rehabilita- 
tion. One of the most important of its benefits is that it encourages them to 
regain their confidence by separating them from nursing care and removing 
them from the over-indulgence of their families. 

During the last three years some two hundred individuals have been dealt 
with in the Unit. These have included patients with fractures of the lower 
extremities, postoperative osteotomies, multiple sclerosis, prolapsed inter- 
vertebral discs, rheumatoid arthritis, and hemiplegia, to mention but a few 
of the conditions. In the first place the Unit was of great value in assessing 
their capabilities and work output. Many were returned to their original 
job quicker than would otherwise have been the case, but a certain number 
were considered unfit and put on to training courses in other forms of 
employment. 
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REVISION CORNER 


THE MANAGEMENT OF STAPHYLOCOCCAL INFECTION OF 
THE SKIN 


THE two main types of staphylococcal infection of the skin occur when 
either the follicle or the surface is infected; the former, which will be 
discussed first, gives rise to carbuncles, boils and pustules and the latter to 
impetigo. 
THE ORGANISM 

Although it is difficult in the laboratory to assess the virulence of Staphylo- 
coccus aureus (pyogenes), certain organisms as judged by phage typing have 
come to be associated with particular manifestations. 

For example, the phage group II strains and the group I strains, 52A/79 and 80, 
were the commonest cause of boils in a series investigated in Bristol and in the 
same series, the 52A/79 sirain was particularly associated with styes and boils on 
the upper part of the body. Our own experience has been that type 8o strain has 
often been the cause of particularly severe cases of furunculosis. 

The size of the infecting dose is important. In order to produce pus 
formation it has been shown experimentally that it is necessary to inject 
intradermally a large number (1 to 7 million) of staphylococci. Presumably 
the few staphylococci so commonly present on human skin are kept in 
check but an increase in the number is likely to lead to staphylococcal disease. 
Staphylococci will readily survive drying, which enables them to persist for 
long periods on bedding, clothing, furnishings and dust, thus providing 
sources of infection or reinfection. In hospitals, institutions and the home, 
staphylococci are likely to be acquired from other patients, attendants, 
relatives and bedding, towels, baths, dust, and the like. Infection from other 
members of the family in the home is an important source of staphylococcal 
disease, and we have seen numerous examples of patients who have not 
been cured until family infection has been sought and treated. It has been 
known for many years that the staphylococcus has a predilection for certain 
sites on the body, particularly the anterior nares and the perineum, but also 
the axilla, groins, umbilicus, eyelids and auditory meatus. From these carrier 
sites the staphylococci infect the skin elsewhere and it has been shown by a 
number of authors that the same phage type of staphylococcus as that 
causing the boils has been present on these sites. The nose as a source has 
been commonly associated with boils round the face, neck, upper limbs and 
upper trunk, whereas boils round the legs, thighs, and lower trunk are more 
commonly associated with persistent perineal carriage. 


SKIN AND GENERAL FACTORS 
As so many people carry virulent staphylococci on their skin without 
developing staphylococcal lesions, it seems likely that some skin or general 
factors must be of importance. 
December 1961. Vol. 187 (827) 
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Skin factors.—Blocked follicle mouths readily lead to lesions. ‘This is seen 
most commonly in acne vulgaris associated with comedones and, in the 
later stages, with the multiple retention cysts caused by scar tissue. Acne 
from other causes may similarly become infected and severe recurrent boils 
have been seen in acne due to androgen or steroid therapy. Oil acne acts 
in a similar way and may be responsible for recurrent boils, particularly on 
the front of the thighs and on the forearms. Deep-sea fishermen also get 
boils, especially around the wrists, due to the accumulation of salt and the 
chafing of clothing. The use of tar applications may at times lead to infected 
follicles. Rosacea and the acneiform bromide and iodide eruptions may 
become secondarily infected by staphylococci. Repeated trauma of the skin, 
such as scratching, rubbing and continual touching, favours the develop- 
ment of boils. This association is seen with chafing of clothing, itching 
skin disorders including parasitic infestations and pruritus, particularly of 
the ano-genital cleft. Boils and follicular pustules round the chin, associated 
with minor acne, are often increased by touching and picking habits. 

Eczematcus eruptions readily develop staphylococcal lesions, in part due 
to the trauma from scratching and touching, but the disturbed moist or 
scaling skin may favour staphylococcal growth. The association is seen 
with various clinical patterns of the eczema-dermatitis reaction. The com- 
mon eczematous blepharitis is often associated with follicular infection of 
the eyelids, and furuncles of the ear occur commonly with otitis externa and 
meatal neurodermatitis. Infection of the apocrine glands (hidradenitis) in 
the axillz and sometimes the groins, often multiple and matted, is commonly 
associated with eczema involving these sites. Sycosis barba is a mixture of 
eczema and staphylococcal follicular infection. We would particularly 
draw attention to the association of recurrent boils with mild eczematous 
states as for example on the scalp, over the back and in the ano-genital cleft. 

General factors.—General ill health, periods of overwork and nervous 
stress and strain may well play a part in recurrent boils. Steroid therapy may 
lead to a reduction in resistance to infection, but we have not seen many 
cases of recurrent boils which might be attributed to prolonged treatment, 
other than in a few cases when an acneiform eruption has developed. 
Diabetes mellitus has been associated with recurrent boils but in the past 
this has been overstressed. Certainly, severe boils may lead to glycosuria 
particularly in a potential diabetic and localized pruritus and eczema arising 
from glycosuria may become the site of boils. It has been shown, however, 
that diabetics as a whole do not have boils more frequently than normal. In 
some cases there may be a dysfunction or reduction in immune mechanisms 
and it is possible that qualitative changes in skin fatty acids may affect 
growth of staphylococci. Such factors are as yet the subject of investigation. 


TREATMENT 
Treatment is obviously related to the underlying causes but perhaps the 
most important advance in the treatment of these patients lies in the 
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elimination of staphylococci from the carrier sites. It is hardly practical to 
take swabs from all the likely areas in most cases and it can be assumed 
that the anterior nares are involved and an antibiotic cream is applied four 
times a day. A water-miscible base is preferred and we have recently 
been using for this purpose ‘naseptin’ which contains neomycin and chlor- 
hexidine. To treat other likely carrier sites, particularly the ano-genital area, 
the patients also have a daily bath with the addition of 1 ounce (28.5 ml.) 
of the following solution :— 


Hexachlorophane 10 per cent. 
Industrial spirit 40 » se 
Liquid macrogol B.P.C. en ie 
Sodium hydroxide er Marae 
Water a 


This solution has been formulated by Mr. G. H. Darling, Chief Phar- 
macist, United Bristol Hospitals. 

100 g. of hexachlorophane are dissolved in 400 ml. industrial spirit, and 10 g. 
sodium hydroxide in about 500 ml. water. The two are mixed, 30 ml. of liquid 
macrogol B.P.C. are added and the volume made up to 1 litre with water. If not 
easily obtained the liquid macrogol may be left out. 

In cases in which the taking of baths so regularly may prove difficult, 
hexachlorophane can be used as a dusting powder (‘zac’ or ‘sterzac’). Later 
the baths and nasal treatments can be undertaken less often but should be 
continued for a period of up to two to three months. A few boils may occur 
after treatment has started but they usually cease very soon. It is therefore 
important to give the patient a simple explanation of the purpose of the 
treatment to ensure that it is continued for long enough. 

Using this technique 81 per cent. of a series of 33 cases of recurrent boils were 
cleared in four to five months, as compared with 13 per cent. of 23 controls over a 
similar period. 

In cases which relapse after treatment has stopped, further infection from 
the patient’s environment or family must be suspected. If it is not practical 
to take swabs from the nose and perineum of contacts, they can be treated 
with the same routine. Similar methods can be used to control institutional 
outbreaks of staphylococcal sepsis, although attention to bedding, towels, 
baths, and the like may also be required. 

The cause of any blocked follicles should be sought and treated. Acne 
vulgaris lesions can usually be reduced. Local treatment to a large extent 
relies on removal of the comedones by the use of exfoliatives, the strength 
of which will need adjusting from patient to patient, according to the 
reaction provoked. The use of a comedone extractor easily traumatizes the 
skin and may thus encourage staphylococcal lesions. Ultra-violet light in 
mild peeling doses again acts by helping to remove the comedones but 
might also have a direct effect on staphylococcal growth. Picking and 
squeezing of acne readily leads to the development of staphylococcal 
lesions; explanation and encouragement will help, aimed particularly at 
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trying to reduce the semi-conscious touching habit which is so common. 
The incorporation of bactericidal substances, such as hexachlorophane, 
chlorhexidine, or one of the hydroxyquinoline derivatives, in local applica- 
tions may be useful, whilst in occasional cases of acne with severe recurrent 
staphylococcal lesions, the use of tetracycline in small regular doses over a 
long period may be beneficial. It may sometimes be useful to give this 
regularly in the week preceding menstruation. Avoiding greasy clothing, 
together with thorough washing after work, is the obvious treatment of oil 
acne, but washing the affected areas regularly with 1 per cent. cetrimide 
may be useful. Lesions associated with tar applications can be reduced by 
incorporating 1 per cent. hexachlorophane but, if severe, an alternative to the 
tar preparation would be advisable. 

Repeated trauma may be reduced by explanation and treatment of an 
underlying itching condition. Eczematous eruptions will require general 
and local therapy but the addition of a bactericidal or antibiotic agent to the 
application will help. In this connexion, a large number of commercial 
preparations is available. It seems reasonable to use in this way those 
antibiotics which can only be used topically. Neomycin is the one in widest 
use and could be applied on top of a hydrocortisone preparation or added 
to it. It must be remembered, however, that dermatitis due to sensitivity 
to neomycin has been reported. 


IMPETIGO 

There is some debate as to the causal organism but the generally accepted 
view now is that the condition is due primarily to a surface infection by 
staphylococci, with streptococci acting as secondary invaders. The term 
impetigo contagiosum overstresses the infectivity of the condition. In many 
cases there is a history of breaks in the skin surface, simple grazes, previous 
eruptions and, above all, scratching due to parasites and pruritus. Obviously 
such an underlying cause should be sought and treated. The possible local 
applications for the treatment of impetigo are legion and range from 
ammoniated mercury to the latest antibiotics. In most instances the lesions 
are self-limiting and thus in the later stages of an attack almost anything, 
provided it does not set up a dermatitis, will take the credit of cure. We 
believe that the emulsifying ointment base is an advantage in treatment and 
when using this we do not feel it is necessary to remove the crusts. Our 
practice is to use dibromopropamidine cream (‘brulidine’) applied gently 
every few hours but, if the condition does not respond quickly, we occasion- 
ally use an antibiotic and again prefer the ones which can only be used 
topically. The systemic use of an antibiotic may at times be necessary in 
severe widespread infection, particularly in children. 


LAURENCE G. TULLOCH, M.D. 
and RoBerT P. WaRIN, M.D., F.R.C.P. 
The United Bristol Hospitals. 
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mmunization Schedules 
UERY.—Recently the Standing Medical Ad- 
isory Committee has produced two schedules 
br routine immunization in childhood. I have 
heen applying a schedule similar to the first of 
these (Schedule P) in my practice. However, in 
} footnote to both schedules it is stressed that 
an interval of at least two weeks should be 
llowed to elapse after an injection of diph- 
heria/pertussis/tetanus or poliomyelitis vaccine 
before undertaking vaccination against small- 
pox. When vaccination against smallpox pre- 
tedes an injection of one of the other vaccines 
t is desirable to allow at least three weeks to 
lapse’. What is the rationale underlying this 
ind are there dangers associated if these in- 
trvals are not adhered to? 

In the past I have often given the first triple 
Immunization on the same visit as the vaccina- 
hon against smallpox and have had no ill-effects. 
ny reaction to the former injection will occur 
in thirty-six to forty-eight hours, to the latter 
n seven to ten days. I should be grateful for 
mn expert opinion. 








hepLy.—The footnote may be regarded as an 
escape clause’ and the operative phrase is the 
permissive ‘should be allowed’. There is a 
remote risk, in both the procedures mentioned, 
hat with a temporary viremia during the de- 
lopment of the smallpox reaction the addi- 
ional insult of the D.P.'T. injection might pre- 
Hispose to viral encephalitis. Although, as 
tated, there is a clear difference of five to seven 
Hays between the overt reactions which may 
cur after D.P.T. and smallpox vaccine, these 
eactions do not indicate cessation of activity 
m the part of the host’s defence responses and 
the intervals recommended have been chosen 
with this in mind. 

The danger is indeed remote, but should be 





orne in mind. Any one doctor may give many 
undreds of ‘combined’ injections without en- 
ountering any complications but it is as well 
at he should be aware that nevertheless they 
nay occur. 

PRoFEssOR WILFRID GAISFORD, M.D., F.R.C.P. 
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Treatment of Urticaria 

WERY.—I have a patient, a boy aged 9 years, 
vho a year ago developed quite suddenly 
light swelling of the eyelids and hands; the 
following day there was a fairly gross swelling 
ind irritation of the penis, and at the same time 
te developed a cough and a raised temperature 
100° F, [37.7° C.]). He felt well and there were 
ho abnormal sounds in his chest. This con- 





lition settled down after about four days. 
Investigations revealed nothing abnormal, 
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NOTES AND QUERIES 


and a diagnosis of angioneurotic a@dema was 
made. Since then he has had another attack, 
again with considerable edema of the penis, 
irritation, and a raised temperature. 

I should be grateful if you could tell me the 
best way to treat an acute attack and whether 
there is any way of preventing further attacks. 
Also, will the attacks peter out as he gets older? 


Repty.—A diagnosis of angioneurotic oedema 
has been made in this case, but urticaria might 
be more accurate, if one is meticulous with 
nomenclature. This differentiation is of some 
importance, as it is only in the former, especially 
when the disease is familial, that the serious 
complication of ceedema of the glottis is likely to 
occur. Angioneurotic cedema is usually con- 
sidered to be due to the outpouring of fluid in 
the subcutaneous tissues as opposed to the 
deeper layers of the skin in urticaria. Itching is 
only seen in the latter. Treatment for the acute 
attack, however, is the same in both conditions, 
as they are equally due to the liberation of 
histamine which acts upon the vascular tree, 
resulting in the leakage of fluid in the one case 
into the subcutaneous spaces, in the other into 
the dermis. 

Treatment of individual episodes of urticaria 
is directed against the liberated histamine. The 
acute attack may be treated by the subcutaneous 
injection of adrenaline (5 minims [0.3 ml.] of 
1:1000 solution). Although a pharmacological 
antagonist to histamine, adrenaline is rapidly 
destroyed in the body, and the injection may 
have to be repeated in half-an-hour. Anti- 
histamines have been much used. These drugs 
will not affect weals which have already 
developed, but may prevent histamine from 
producing further lesions. Despite their frequent 
use, they are often disappointing. A dose given 
orally has an effect lasting only two to three 
hours, and usually has to be repeated frequently, 
with the associated risk of side-effects. Some- 
times double the usual dose is necessary to 
secure an effect: chlorpheniramine, in doses of 
4 mg., might be tried. The third method of 
treatment is the use of steroids. These both 
affect the permeability of the capillaries and 
counteract the effect of histamine. Prednisone, 
in a dosage of 10 mg. every six hours, could 
be tried and rapidly tailed off, but it must be 
rare indeed for such a potent drug to be 
necessary. 

Of course, none of these methods lessens the 
liability to recurrence. Local treatment has little 
to offer as the lesions lie in the dermis remote 
from the surface, but some patients find cala- 
mine lotion soothing. Prevention of further 
attacks depends upon the discovery of the cause. 
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This is usually difficult, as many different agents 
may provoke the reaction. Drugs, including 
simple household remedies, local applications, 
clothing, and inhalants of all sorts, have to be 
considered. I have seen the removal of a flock 
mattress put an end to a most persistent 
urticaria. Infection or infestation by parasites 
seems to have been excluded in this case. 
Articles of diet have been blamed in the past, 
but do not seem to be common. Perhaps fish, 
chocolate and nuts are the least rare at this age. 
Elimination of these causes one by one may be 
necessary, for skin tests are rarely of value. 
Finally, states of nervous tension may provoke 
recurrent urticaria. Unfortunately even diligent 
search often fails to uncover the cause, but it 
should be some consolation that often the 
urticaria disappears as suddenly as it comes. 
H. EverR.Ley JONES, 0.B.E., M.B., F.R.C.P. 


Nasal Decongestants 
Query.—What are the dangers arising from the 
prolonged use of nasal decongestants? 
RepLy.—The prolonged use of nasal vaso- 
constrictors may be associated with several un- 
toward effects: locally, nasal obstruction 
(secondary vasodilatation) may increase in 
severity between treatments and the duration 
of the vasoconstriction lessen until eventually 
the nose becomes completely obstructed (rhinitis 
medicamentosa). This follows most often the 
use of the more potent constrictors and seldom 
the well-known preparation, 0.5°% ephedrine 
hydrochloride in Ringer’s solution. 
Indiscriminate use of vasoconstrictors in acute 
rhinitis lengthens the course of the infection and 
increases the incidence of sinus and ear com- 
plications. Vasoconstrictor drugs may produce a 
vasomotor rhinitis indistinguishable from that of 
allergic type. General resorptive adrenaline 
effects may be encountered with headache, 
nausea and sweating. 
M. SPENCER HARRISON, M.D., 
F.R.C.S.ED., F.R.C.P.ED. 


Guinea-Worm Infestation 

Query (from a reader in West Pakistan).—I 
should be most grateful if you could let me 
know the latest treatment for Dracunculus 
medinensis infestation. 

RepLty.—There have been no significant ad- 
vances in the treatment of guinea-worm 


infestation. It is said that a course of diethyl- 
carbamazine given soon after infection will 
prevent the maturation of the worm, but once 
it has made its appearance at the surface of the 
body it is necessary to remove it either surgically 
or in the traditional way by winding it round a 
stick after exhausting it of larve by repeated 
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bathing with water. Antibiotics have mul sity f 
reduced the severity of the cellulitis whi }/TY- l 


commonly complicates this condition. jue he 
D. R. SEATON, M.B., M.R.C.P., D.T.M. & — 


‘ ° leans © 
Premature Ejaculation vild w 
Query (from a reader in Pakistan).—A 26-yeaw.d the 
old patient has suffered from premature ejacu-f the o 
lation since his marriage about four months 
ago. The erection is normal. There is a histoy 
of masturbation for the last ten years, but the)/011 
patient says he was perfectly all right before his\very.- 
marriage. He likes his wife and the attitude offleged : 
the wife is very sympathetic and _ helpfulpent of 
Sedation and reassurance have been of no ce of | 
Is there any drug which could be used MepLy.— 
inhibit ejaculation temporarily and so restoTy ocring 
his confidence? jands 
RepLy.—More important than the prescriptionerson, 
of a drug is the need to discover, if possible, thes the s 
cause of the premature ejaculation. In the cir|:g52), 
cumstances described, this is most likely to by}irface : 
an unstretched hymen. The wife should therefor cade 
be examined and, unless the introitus will admijounds 
two fingers without difficulty, instructed idereted 
digital dilatation of the introitus and relaxationom ba 
of the perineal musculature. It will probably bghen it 
necessary to give appropriate advice on coitajt by r 
technique as well. The husband should also bjople » 
examined to make sure that phimosis is notgterces 
causative factor. rith he» 
Premature ejaculation is, of course, commoiich as 
at the start of marriage and if the physicaf. 
factors mentioned above can be 
reassurance together, perhaps, with the use of 
little lignocaine ointment to reduce the sensi- 
tivity of the glans, are all that is likely to by 
needed. Above all, the husband should be told! There 
not to allow the interval between coital attemptshd man 
to become prolonged since this is only likely toke com 
increase the rapidity of ejaculatory response. haracte: 
G. I. M. Swyer, D.M., M.D., M.R.C.P/ard to fi 
A Cousin Marriage Problem oe 
Query.—A married couple, who are cousinpe gent 
but whose family history is good, have ont{lineber 
son aged 8 years who is mentally backward. Afom wh 
second child died soon after birth from 4hsium. 
presumed gross congenital heart lesion. They}ere not 
now contemplate a third pregnancy; the mothetpuld ‘sr 







child will be mentally or physically abnormal? 
Rep.ty.—Assuming that the known metabolic 
causes of mental defect have been excluded, no 
exact risks can be quoted here, but there is anal seer 
appreciable chance that either the mental sub- noke 0} 
normality in the first boy or the congenital heart} hut, 

lesion in the second child are due to homozy-fMell of : 








} 


mué} sity for a recessive gene which both parents 
whi #rty. Unfortunately, a good family history is of 
}de help in excluding the presence of such 
. & ppcessive genes in the family. There are no 
heans of assessing in advance whether a further 
jild will be mentally or physically abnormal, 
6-yeaj.d the over-all risk of abnormality is perhaps 
> ejacuf the order of 1 in 5. 
monthy C. O. CarTER, B.M., M.R.C.P. 
history, . a 
but thpromidrosis in Negroes 
fore his\uery.—Is there an anatomical basis for the 
tude otilleged specific smell of negroes? Is the arrange- 
helpfulhent of their apocrine glands different from 
) avadhet of white people? 
ased “tepLy.—The skin of the negro contains more 
Festoly ocrine and eccrine sweat glands and sebaceous 
Jands per unit area than that of the white 
riptioerson, but the minute structure of these glands 
ble, thes the same in all races. According to Ladell 
the cir 952), African negroes sweat more per unit 
y to mane area than whites for an equivalent effort. 
erefor}pocrine sweat contains no aromatic com- 
ladmijounds and is sterile and odourless when 
‘ted Teed. The smell of apocrine sweat results 
axationom bacterial action on its organic components 
ably bghen it reaches the skin surface. Deodorants 
1 coitaket by reducing the surface bacterial flora, but 
also bjeople whose skin is irritated by such sub- 
s nougtaces can stay sweet-smelling by washing 
rith hexachlorophane or applying an antibiotic 
mmoijich as neomycin. Frequent and _ regular 
icaf.anges of clothing are essential to the odour- 
s state, and removal of axillary hair is a help 
reducing the surface on which bacteria cling. 
e well-groomed person of any race need 
nt smell. 
be told) There is no doubt that some negroes smell, 
rare 94 many white South Africans and Americans 
kely toke convinced that this smell is specific and 
ynse. faracteristic. The origin of this belief is not 
1.R.C.P.fard to find. Negroes are often manual labourers 
fs are seldom possessed of the washing 
_ icilities and changes of clothing necessary for 
-ousiishe genteel life. Bergen Evans (1947), quoting 
ve oneflineberg, tells of tests made with sweat taken 
ard. A m whites and negroes exercising in a gym- 
rom @hsium. Different degrees of unpleasantness 
Theyfere noted, but even those who claimed they 
nothet buld ‘smell a nigger’ could not distinguish the 
ces in this manner. 
It is my belief that unwashed people of any 
te who lived and worked in identical con- 
itions would smell equally badly, ard that any 
riation in stench comes from external and not 
iternal sources. The dirty negro in the Trans- 
e is anftal seems to me to smell of sweat plus the 
11 sub-Moke of eucalyptus wood which is burnt in 
1 heart}is hut, whereas the dirty Londoner tends to 
mozy: fell of sweat plus fish and chips. 








2 
= 


oe 


ld and 
er this 
rmal? 
tabolic 
led, no 


ee 


NOTES AND QUERIES 


833 


Negroes are not alone in being accused of 
smelling. Evans recalls Buntaro Aduchi’s un- 
complimentary monograph on the smell of 
Europeans. and cites a counter-claim by a 
jungle war veteran that he could smell a bat- 
talion of Japs 500 yards away. 
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Ear-Plugs and Snoring 
Query.—I have read with much interest the 
article on ‘Snoring’ by Dr. Fabricant in the 
September issue of The Pactitioner (p. 378). In 
common with every general practitioner, I have 
patients who snore badly and for whom no 
satisfactory treatment has been found. Dr. 
Fabricant concludes his article by stating: 
‘.. . the agonized listener can always wear ear- 
plugs to shut out the unwanted noise when 
everything else fails’. I have previously tried 
ear-plugs for these unfortunate people, those I 
have used being the ordinary wax plugs which 
are moulded into the auditory canal. I am told, 
however, that, whilst the intensity of the sound 
is reduced, these plugs are not effective in 
shutting out the noise sufficiently for the 
sufferer to sleep. Is there any other type of ear- 
plug which would be effective? 
Rep_y.—I presume that by wax plugs your 
reader means those sold under the name of 
‘quies’, but if he has not already tried them 
they are fairly effective. During the last war, 
cotton-wool rubbed in white soft paraffin and 
twisted into the shape of a cigarette was found 
to be of much more value than the standard 
rubber ear-plugs provided and might meet the 
case, but the pieces of cotton-wool must be 
large otherwise sooner or later a piece of wool 
will be lost in the canal. A third alternative is 
for the victim to learn to plug his ear with 
quarter-inch (6-mm.) ribbon gauze rubbed in 
white soft paraffin. The further the gauze can 
be introduced down the canal the greater, of 
course, will be the effect. 

LIONEL TAYLOR, M.B., F.R.C.S. 


Chemotherapy of Tuberculosis 

Dr. J. V. Hurrorp writes:—In my article on 
‘Advances in the treatment of tuberculosis’ in 
the October number of The Practitioner (p. 988) 
I referred to the use of calcium benzamido- 
salicylate as ‘not now acceptable’ in the treat- 
ment of tuberculosis. This opinion arose from 
knowledge of the controversial views held as to 
its potency, and particularly the work of Citron 
and Kuper (Tubercle, 1959, 40, 443) on its 
inability to produce adequate blood levels of 
PAS. In fairness, however, I should call atten- 
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tion to the article of Lees and Allan in the 
current issue of the British Journal of Diseases 
of the Chest (1961, 55, 185), which describes a 
double-blind trial with isoniazid/sodium amino- 
salicylate and isoniazid/calcium benzamido- 
salicylate. They conclude that calcium benza- 
midosalicylate and sodium aminosalicylate are 
equally effective companion drugs to isoniazid. 
Their findings are impressive, and had they 
been available in time they would certainly 
have been mentioned in my survey and the 
phrase quoted would not have been used. 


PRACTICAL NOTES 


Treatment of Pustular Acne 
SULPHADIMETHOXINE can be taken ‘with entire 
safety over long periods of time’, according to 
L. Wexler (New York State Journal of Medicine, 
September 1961, 61, 3110), who reports the 
treatment of 85 patients with pustular acne in 
which the response was so good that he con- 
cludes that the drug has a claim to be regarded 
as ‘one of the standard medications’ in treating 
this condition. The majority of the patients 
received an initial dose of 1 g. followed by a 
maintenance dose of 0.5 g. daily for eight 
weeks; in addition the treatment regime in- 
cluded a low-fat diet, frequent washing with 
‘antibacterial soap’ and the application of a 
sulphur and resorcin paste at night. Many of 
the patients, whose ages ranged between 16 and 
47 years, had suffered from pustular acne for a 
long time and had tried various treatments, 
including antibiotics, vitamin A, and x-ray 
therapy, without success. There were 56 fe- 
males and 29 males in this series of whom 
Wexler was able to report that ‘excellent’ results 
were obtained in 66 patients, ‘good to fair’ in 10 
and ‘poor’ results in eight. Only one experienced 
any adverse reaction ascribed to the drug: a 
16-year-old girl who developed marked nausea 
after four days’ treatment. Concluding that 
sulphadimethoxine is a safe, economical and 
effective drug in clearing the pustular lesions 
of acne the author feels able to recommend it 
strongly in the management of the disorder. 


Tolbutamide in Dermatology 

IN a report drawing attention to the remarkable 
properties of tolbutamide in the treatment of 
certain skin diseases Inder Singh and his col- 
leagues (British Journal of Dermatology, October 
1961, 73, 362) suggest that, in some at least, a 
lowering of skin sugar levels may be one of the 
factors in cure or improvement. Their observa- 
tion that a child of six who had suffered from 
seborrheic dermatitis for a long time ‘cleared 
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Dental Anesthesia—A Correcti 









Dr. A. H. GALLEY writes:—‘I am afraid the 
there was an unfortunate error in my artig@tients 
on “Dental Anesthesia” published in qprried 
November issue of The Practitioner. On p. 64patted 
the first sentence in the section headed ‘“‘Int 
venous Anesthesia” should read: ‘Taken 
and large, the use of intravenous thiopento 
in the dental chair is now restricted to an i 
per cent. solution (8 to 12 ml.)’’’. 
fter a 
learanc 
to4Pp 
ral dos 
completely with tolbutamide in barely twelyas not 
days’ prompted them to try the drug in numeg emp 
ous other skin disorders. They record thehature 
belief that it has ‘a definite place in the treafrainag 
ment of seborrheic conditions, and that it m@ptibiot 
greatly benefit cases of psoriasis, acne villi on a 
and dermatitis herpetiformis, and halt the prhat cai 
gress of vitiligo. In many instances it has beeyithout 
possible to dispense with local treatment and 
others recovery with existing methods wa 
apparently hastened’. The dosage employed wp reat 
in the range 0.5 to 1.5 g. daily, blood and uringingt 
examinations being made before and durin 
treatment so as to exclude any diabetic tendend 
or to check hypoglycemia. Results were moj 
striking in the seborrharic dermatoses: in 43 out 4 
44 patients with dandruff the scalp was com 
pletely cleansed in under eighteen days; uniforn 
improvement was noted in 33 out of 35 cas¢ 
of seborrheic dermatitis. ‘Uniform and stead 
improvement’ was recorded in 30 out of 3 
patients with psoriasis on tolbutamide along 
and the effect of other forms of treatment wai 
apparently enhanced. The authors found th¢ : 
drug well tolerated, only one patient complain _ 
ing of hypoglycemic symptoms following each main 
: ; . 1 percart 
dose, symptoms which were readily abolished -_ 
by taking sugar. olution 
. : . b) a 
Local Chloramphenicol in ng 
’ v ° 
Chest Sepsis 
ALTHOUGH systemic antibiotics are — of 
against infection in the lung tissues itself theyocally 
are much less use when dealing with pus in thee pat 
pleural cavity, according to J. G. Stevenson and a pi 
his colleagues (British Journal of Diseases of th f peni 
Chest, October 1961, 55, 216). Twenty-eighfeveloy 
patients, all but three of whom had intra-patient 
thoracic empyemas, were treated by the localfroups 
application of 1 g. of ‘chloromycetin succinate}o that 
which was instilled either through the drainagerepar; 
tube, which was then clamped for one to tw divid 
hours, or direct into the pleural cavity. The im Jlinice 
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ection ns organisms were identified before treat- 
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hent started and their sensitivity to chloram- 
enicol had been confirmed. In four of the 
oe blood and urine estimations were 
rried out fourteen days after treatment had 


arted in order to determine whether the 


1 “Intqmount of chloramphenicol absorbed into the 
‘aken firculation was sufficient to give rise to anxiety 


fo an 
in a2 


he bone marrow. The results revealed that 
nly minimal absorption’ occurs after topical 
pplication. In three of the four cases chlor- 
mmphenicol was not detectable at all six hours 
fter administration, thus proving its rapid 
learance. The serum levels represented only 
to 4 per cent. of those expected after a similar 
ral dose. No toxic effect upon blood formation 


spy account of its well-known toxic effect on 
i 


y twelwas noticed in any of the patients studied. It 


1 numeg emphasized that 


local treatment of this 


rd thelature is ‘no substitute for effective surgical 
he treafrainage and the administration of systemic 


at it 
vulga 


tibiotics’ but used in this way chloramphenicol 
an additional factor in treatment and one 


the prghat can be carried on ‘for prolonged periods 
has begithout risk’. 


it and jj 
ods wa 
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Treatment of Acute Ulcerative 


nd uridGingivitis 


| durin 
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43 out 
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fue result of a trial in which three different 
reparations were used to treat 75 patients 
uffering from acute ulcerative gingivitis of 
Jincent’s type is reported by A. Bryan Wade 
ind his colleagues (British Dental Journal, 
Detober 1961, 111%, 280), who found that a 


d steal ate containing sodium peroxyborate mono- 


it of 3 


ydrate buffered with sodium bitartrate and 


ent. sodium perborate’ was ‘considerably more 


le lo sed as a solution of ‘approximately 11.3 per 


rent Ww 
und th 


»mplain 


ing eack 


ffective’ than either of the two other prepara- 
lions investigated. These were (a) a_ tablet 
lontaining ascorbic acid, 100 mig., sodium 


bolishef*te4t Donate, 70 mg., and c.pper sulphate, 


self the 
1s inti 
1sON an 


— of penicillin 


.2 mg., making an approximately 0.5 per cent. 
lution of ascorbic acid/oxidation product and 
b) a lozenge containing neomycin sulphate, 
bene and zinc bacitracin, 500 units. The trial 
as prompted in part by the objections to the 
(including chewing gum) 

ally in the mouth: e.g. the risk of sensitizing 
he patient to penicillin, of provoking a reaction 
In a patient already sensitized, the production 





es of théf penicillin-resistant strains of bacteria and the 


ity-eight 


d intra- 


he | 
iccinate 


fevelopment of ‘penicillin sore mouth’, The 
batients were divided randomly into three 
froups and treatment was apportioned to each 
io that the investigators did not know which 





drainag@teparation was being used by any particular 


> to tw 


The inflinical assessments were made on the basis of 





dividual until after the conclusion of the trial. 
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how long it took for bleeding and soreness to 
cease and on objective evidence furnished by 
coloured photographs and __ bacteriological 
studies. The peroxyborate preparation yielded 
‘excellent improvement’ in 54 per cent. of 
patients and only 13 per cent. failed to show any 
improvement whatever. No side-effects were 
encountered and it is concluded that the other 
two preparations used gave results that were so 
poor that they were ‘far below a standard that 
would warrant their use’ in treating this con- 
dition. 


Aplastic Anemia 


REVIEWING some of the recent reports on 
aplastic anemia A. M. Rankin (Medical Journal 
of Australia, July 15, 1961, ii, 95) reports 20 
cases of his own in no fewer than 17 of which 
an etiological agent was discovered. It is noted 
that conflicting views are expressed in the 
literature as to whether a specific drug or 
chemical can be incriminated in most instances. 
For example, in one large series of 302 cases 
there was a positive history in only 21%. 
Another authority considers that in many cases 
of so-called primary aplastic anemia the toxic 
agent has merely remained unidentified. Of 
the 20 cases collected by Rankin, 15 showed 
depression of all the cellular elements in the 
blood, four had granulocytopenia only and one 
showed thrombocytopenia. Most complained of 
tiredness of slow onset, and spontaneous bruis- 
ing but the four patients with agranulocytosis 
presented with high fever and signs of over- 
whelming infection which ended fatally after 
a few days despite intensive treatment. The 
remainder were treated by blood transfusion, 
antibiotics and, if a bleeding tendency existed, 
corticosteroids; and the incriminating drug or 
chemical was removed. Nine of the patients 
were still alive at the time of the report but only 
five had been discharged as cured. Commenting 
that all the etiological agents concerned had 
been previously reported as marrow poisons, 
Rankin lists the drugs that he regarded as sig- 
nificant in his own series, including gold salts 
(5), phenylbutazone (2), sulphonamides (6), 
and he stresses that in the case of those dying 
of agranulocytosis while undergoing treatment 
with potential marrow depressants the final ill- 
ness came on so abruptly that it is doubtful 
whether routine blood examinations could have 
averted disaster. - 


Uric Acid and Coronary 
Occlusion 


Tue role of uric acid in the pathogenesis of 
acute arteriosclerotic myocardial infarction is 
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not at present receiving the attention it de- 
serves, according to E. W. Lovering and A. 
Longobardi (Rhode Island Medical ournal, 
August 1961, 44, 467). Whereas much interest 
has been concentrated on the relationship be- 
tween raised blood-cholesterol levels and 
coronary occlusion in the past, it is only com- 
paratively recently that reports have appeared 
suggesting that hyperuricemia may be more 
important than had hitherto been supposed. It 
is true that for many years workers have been 
aware of the relationship between high levels of 
blood uric acid and arteriosclerosis generally 
but the finding of the present authors that, in 
50 patients studied, the blood uric acid levels 
were above normal more often than the blood- 
cholesterol levels emphasizes the need for 
further research. The patients were aged 39 
to 85 years and comprised a group of con- 
secutive admissions with coronary occlusion 
to the wards of a general hospital; 35 were 
males and 15 females. They all had proved 
myocardial infarction, the diagnostic criteria 
being the clinical history, the electrocardiogram, 
raised blood sedimentation rate, raised serum 
transaminase level and fever. The blood uric 
acid and cholesterol levels were estimated 
within the first twenty-four hours after admis- 
sion and were regarded as abnormal if in excess 
of 6 mg. and 250 mg. respectively. Raised uric 
acid levels were found in 29 patients (including 
8 of the 12 who died), whilst the cholesterol 
levels were raised in only 20 patients. The 
authors conclude with the suggestion that it 
might be worth reducing the uric acid content 
of the blood when it is found to be abnormally 
raised in any patient with coronary artery 
disease or with an adverse family history. 


Syphilitic Ulcers of the Anus 

‘A GREATER awareness’ of’anal syphilis leading 
to earlier and more accurate diagnosis, and con- 
sequently more effective treatment, is advocated 
by R. M. Hollings (Proceedings of the Royal 
Society of Medicine, September 1961, 54, 730) 
who studied the 65 cases of ano-rectal syphilis 
seen in the outpatient department of St. Mark’s 
Hospital during the period 1932-60. He found 
that ‘it was rare for the general practitioner 
referring the patient to suspect the diagnosis’, 
whereas 58 of the 65 cases were diagnosed 
immediately they were seen at the hospital 
clinic. Most cases seen in recent years were 
chancres, and enlarged inguinal nodes, a watery 
discharge from the ulcer and the presence of a 
rash are ‘valuable diagnostic signs’. Fifty years 
ago anal chancres were more commonly found 
in women but today the majority of cases are 
in men: 57 of the 65 patients in the present 
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study were males. The importance of hom 
sexuals as a reservoir of infection is emphasized 
in a series of 67 cases of syphilis seen at $j The , 
Paul’s Hospital, London, during 1960, ; Su 
(79%) were in homosexuals, 14 having a K.C 
chancres. It is suggested that prevention cou Th 
r 
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Postoperative Amnesia 


THE rapid recovery from the effects of mode 
anesthetics, so that the patient may 

apparently conscious almost as soon as he j 
ready to leave the operating theatre, is oft 
followed by a relapse into drowsiness wi 
amnesia of variable duration, according t 
W. Lambrechts and J. Parkhouse (Briti ds 
Journal of Anaesthesia, August 1961, 33, 397) phe 
They interviewed 269 patients on the day afte Fac 
operation, or later if necessary, and ask 
them at what time they woke up from t 
anesthetic. Replies were considered in relati 

to such factors as premedication, the anestheti as th 
used, postoperative drugs given, as well as t te 
the opinion expressed by the anasthetist o — 
whether or not the patient was awake when 

left the theatre. Commenting that althou 
scientific accuracy can never be expect 
from subjective evidence of this nature, an 
that the production of postoperative amnesi dict; 
depends on many factors, the authors conclu 4 os 
that the patient’s impression of how soon h ea. 
wakes up after an anesthetic is likely to be ve ong 
different from the anesthetist’s. ‘Even under th bag, ( 
best conditions, that is in patients below ‘te 
years of age who have received only a sleeq Of 
dose of thiopentone followed by nitrous oxidd 
and oxygen, who have been lightly premedicat 

and who are regarded as awake on leaving th 
operating theatre, only 40°, have well-ordere the wi 
memories from the time of their return to bed’ ed 
In older patients, who showed an — brief 

tendency to amnesia, a period of more than eigh : 
hours’ duration before consciousness returne among 
was common. Premedication with hyoscin perfec 
gave rise to a significant prolongation of rk 
operative amnesia as did the use of trichlor drums 
ethylene-air mixtures, which in the latter 4 new (s 
was ‘very marked’ and ‘occasionally lasted fo Ge i 
days’. The use of analgesics postoperatively 0114 
‘significantly delayed’ the return of memory as 
Concluding that these long periods of amnesi fact th 
may be important, especially if the relapse int¢ ae 
drowsiness is accompanied by loss of protectiv itaee 
reflexes, the authors stress that in terms of th Tak 
anzsthetist’s responsibility to the patient it ¢ Milnon 
no longer be regarded as sufficient ‘merely t lated « 
elicit some sign of wakefulness at the end of th his ‘h 
operation’. 
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f ho 
hasized 
wees ‘ The British Medical Dictionary. Edited by 
960, § Sir ARTHUR SALUsBURY MacNa ty, 
ie K.C.B., M.D., F.R.C.P., F.R.c.s. London: 
> oa The Caxton Publishing Co. Ltd., 1961. 
pu : 
Pp. 1,680. Price {10 tos. 
IT is most satisfying to review a book which, 
ls literally and metaphorically, really de- 
mode 





serves the much-abused title of opus magnum. 
This one has ‘over one hundred specialist con- 
tributors’ (according to the title page) and ‘over 
Se 110,000 entries’ (according to the publisher’s 
is ol note) and weighs 7} pounds (according to the 
ss wi eMewet § scales). Of its intrinsic quality, there 
dies qo be no doubt and, having said that, the 
(Brit reviewer has perforce to accept the challenge 
| and see whether he can detect any flaws or sins 
od 7 of omission and commission. 
1 a Of sins of commission, needless to say, few 
onal have been discovered. The major one is the 
vole placing of a full stop after the chemical name 
neta for the elements. Copper, for instance, is a, 
HN ast not Cu. ‘: Equally open to criticism are some 
oie a of the items included in the list of abbreviations 
‘he with which each section ascribed to a letter is 
seh opened. The whole tendency of recent years has 
=pedl been to discourage the use of abbreviations 
oa such as ‘C.T. for coronary thrombosis or 
pol cerebral thrombosis, or of ‘L.E. for left eye. For 
onclud) * dictionary of this standing to perpetuate such 
seaatll slovenliness is unpardonable. Incidentally, if 
sail abbreviations are to be listed why is B.C.G. 
de omitted? Other sins of omission are: Douglas 
‘ <r of bas Gee’s linctus, Gowers’ mixture, rhino- 
sa mucormycosis, and Wegener’s granulomatosis. 
hs nid Of flaws, few have been picked out. ‘The 
dicated i" one is not only the perpetuation of old 
mer eponyms but the introduction of new ones. 
pr Surely, in this scientific age, it is not beyond 
oo hall the wit of medical man to find a name fora new 
test, disease, or sign which shall be descriptive, 
pages” brief, accurate and non-personal. Granted, the 
an cig0) reviewer has just included some eponyms 
— among the notable omissions, but he would be 
pe perfectly happy to let them go provided the 
richlor. others went. On the other hand, if ephemeral 
. aac dtugs are to be listed simply because they are 
ter etsdnew (see appendix III), then remedies, such as 
ats velv Gee’s linctus, which have stood the test of time 
a should also be included. Equally typical of this 
- tendency to sacrifice the old for the new is the 
amnesi4 fact that Whitfield’s ointment is dismissed in one 


nay 


2 


se int¢ )- . . : 
pee gine whilst an obscure cardiological syndrome 
“ wy higher up the page has ten. 
$0 aa : — 
ied Taken all in all, however, this is a mag- 
] 


nificent work and the Editor is to be congratu- 
erely (lated on the skill with which he has directed 
his ‘hundred men’. Both he and they have 
every reason to be proud of a job well done. 
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REVIEWS OF BOOKS 


Respiration in Health and Disease. By 
R. M. CHERNIACK, M.D., F.R.C.P.(C.), 
and L. CHERNIACK, M.D., M.R.C.P., 
F.R.C.P.(C.), F.A.C.P. Philadelphia and 
London: W. B. Saunders Co., 1961. 
Pp. 403. Illustrated. Price 73s. 6d. 


Tuts book by a well-known investigator in the 
field of respiratory physiology and his brother, 
a chest physician, has an inviting title and whets 
the appetite, for there are few books available 
today which comprise the clinical and physio- 
logical approaches to chest disease, but it does 
not quite live up to expectations. 

It opens with four chapters on respiratory 
physiology which are thorough, accurate and 
yet readable. Although there is inevitably some 
algebra, these chapters are free from the mathe- 
matical complexity which so often frightens the 
neophyte to this subject. There are two chapters 
on the symptoms and signs of disease in which 
their functional and anatomical origins are em- 
phasized, but the largest section of the book of 
eight chapters is devoted to “The patterns of 
respiratory disease’, in which the pathogenesis 
and clinical, radiological and functional mani- 
festations of diseases of the lung, mediastinal 
and chest wall are described. The next sections 
on “The assessment of respiratory disease’ are 
largely repetitive, for the elaborate account of 
techniques of physical examination repeat much 
of the earlier discussion of symptoms and signs. 
The chapters on radiological and clinico-patho- 
logical assessment repeat, often rather super- 
ficially, much of what has been said in the 
clinical sections, and the final section on ‘Func- 
tional assessment’ is also full of repetition but 
yet gives no guidance as to the techniques of the 
various tests that are proposed. 

Treatment is deliberately omitted from the 
book. One cannot help feeling that the student, 
for whom the book is stated to be written, would 
have preferred to hear more about the way in 
which assessment of disturbances of respiration 
can help to guide treatment, and to do without 
so much repetition. The notes on radiological 
manifestations might also have been omitted; 
for without any illustrations they are hard to 
appreciate. Having said that, it must be em- 
phasized that the first section of this book is 
excellent and well worth perusal by the chest 
physician or practitioner who wants to under- 
stand more about modern concepts of lung 
function, and much of the discussion of the 
functional and anatomical basis of symptoms 
and signs is well worth reading. Many teachers 
of medicine will want to make slides for their 
lectures from the excellent illustrations. 
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Techniques of Thoracotomy. By B. T. LE 
ROUX, M.B., Cx.B., F.R.C.S.Ep. Edinburgh: 
E. & S. Livingstone Ltd., 1961. Pp. 94. 
Illustrated. Price 553. 
In this book Mr. Le Roux describes the tech- 
niques of thoracotomy used by Mr. Andrew 
Logan and his associates at the Regional 
Thoracic Unit in Edinburgh. The reader may 
rest assured that every detail has received not 
only careful consideration in theory, but that the 
views expressed embody the practical experience 
gained in many thousands of operations upon 
the chest. The operations described not only 
provide excellent exposure; but the incisions 
heal well and leave sound scars. The book is 
profusely illustrated with colour photographs 
depicting every stage of the various operations 
described. These photographs, though good in 
quality, are not entirely satisfactory as they do 
not reveal the details of chest-wall anatomy suf- 
ficiently clearly. On the other hand the text, 
and every other facet of the production are 
excellent. There is an interesting foreword by 
Sir Clement Price Thomas, and an introduction 
by the author which stresses some important 
surgical principles that are relevant to this topic. 
The price may seem to be excessive for a 
book of less than a hundred pages, but surgeons 
may feel that it is reasonable in that the in- 
formation contained in the book is not likely to 
become obsolete with the passage of time. 


System of Ophthalmology. Vol. II. The 
Anatomy of the Visual System. By Sir 
STEWART DUKE-ELDER, G.C.V.O., F.R.S., 
and KENNETH C. WYBAR, M.D., CH.M., 
F.R.C.S. London: Henry Kimpton, 1961. 
Pp. gor. Illustrated. Price £6 tos. 

THis is the second volume of a projected fifteen- 
volume work edited by Sir Stewart Duke-Elder. 
It forms substantially a new edition of the 
‘Anatomy’ section of the Editor’s “Textbook of 
Ophthalmology’, amplified by considerable 
historical reference, the first seventy pages 
indeed being entirely devoted to this aspect. 
Advances made in the subject since the latter 
work was written necessitate more space; 
further, the functional aspects of structure are 
indicated throughout, rendering the treatment 
of the subject more complete in itself, and more 
interesting than it otherwise would be, separ- 
ated as it is from the volume which is to deal 
with ‘Ocular Physiology’. 

It is an admirable volume and, to one who is 
senior enough, demonstrates repeatedly what 
remarkable advances have been made in our 
knowledge of the subject in the past thirty years. 
Everywhere the influence of the electron micro- 
scope is evident; staining and injection methods 
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have progressed, and research in minute struc. 
ture, especially in that of the retina, has been 
intense and rewarding. That of Kenneth Wybar 
into the ciliary circulation is particularly 
revealing. The reviewer cannot pretend to have 
read every word of this book, largely a reference 
volume; but one or two points of special interest 
to him were investigated. Reference is made to 
the ‘extrusion’ of meibomian secretion, and the 
control of this by subcutaneous injection and 
sympathetic section; but one looks in vain for 
any reference to a muscular mechanism, or toa 
nerve supply. Again, in the section on dacryo- 
cystography, the radiographic appearance of the 
canaliculi and sac is very difficult to understand; 
it is certainly not that of a normal sac. 

The section on the ‘Anatomy of the visual 
system’ is brilliant—thorough, explicit, and 
beautifully consecutive—and is the outstanding 
section of this remarkable volume, which will be 
of inestimable value to students and ophthalm- 
ologists alike and which has set a high standard 
for its successors—though no higher than one 
has come to expect from this source. The 
illustrations and production are first class, and 
the index adequate. 


Disease and Injury. Edited by Lropo.p 
BRAHDY, M.D. Philadelphia: J. B. Lippin- 
cott Co., 1961. Pp. 482. Illustrated. 
Price £5. 

Most doctors regard the prospect of giving 

evidence in court as only slightly preferable to 

having a nasty illness, especially if the matters 
in dispute between the parties are at all compli- 
cated. That such litigation increases from year 
to year is undoubted and this American book 
is a heroic attempt to explore one aspect of 
‘medical testimony’ that is often perplexing 
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(and a fruitful source of argument): namely, 
the relationship between injury and the onset 
or aggravation of disease. In a country where | 
road and industrial accidents account for up- 
wards of 2,700 injuries every day it is hardly 
surprising that a good deal of thought has been | 
given to medico-legal problems involved in } 
compensation, insurance or pension claims. 
Diffuse and patchy in style it is not a book that 
can be read through with much pleasure, but 
as a source of information, with more than a 
thousand references to current publications, it 
is probably unrivalled in this field. The chapter 
on mental disease and injury is of exceptional 
interest; not only are the effects of head injuries 
considered but also the implications of the 
commoner psychoneurotic reactions to injury 
generally. Heart disease, peripheral vascular 
disease, and disease of the lungs in relation to 
injury take up a quarter of the book and the 
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other main systems are considered in the rest 
along with interesting excursions into special 
areas like the links between diabetes and 
neoplasms to trauma. 

Whilst it is probably true to say that a good 
deal of the material would be within the know- 
ledge of a senior student yet this style has been 
deliberately chosen throughout in order to 
make the book useful to lawyers as well as 
doctors. Anyone who finds himself having to 
give evidence in an injury case would do well 
to glance at the relevant part of this book 
before cross-examination. It is a safe bet that 
counsel will have noticed any passages that may 
support his client’s case. 


Clinical Electroencephalography. By L. G. 
KILOH, M.D., M.R.C.P., D.P.M., and J. W. 
OssELTON, B.Sc. London: Butterworth 
& Co. (Publishers) Ltd., 1961. Pp. 135. 
Illustrated. Price 50s. 

Any clinician who wants to be well informed 
about the practical applications of electro- 
encephalography will find this an excellent 
book. Clearly written, and not overburdened 
with technical jargon, it is designed primarily 
for the clinical psychiatrist, though it will un- 
doubtedly have much interest for doctors in 
other fields. The authors have succeeded in 
making the book both concise and compre- 
hensive but in doing so they have made some 
chapters too concentrated for easy reading by 
the novice. All too often requests for E.E.G. are 
made in the expectation that testing will provide 
answers to questions that cannot be fulfilled. 
It is impossible to use the E.E.G. to exclude 
cerebral disease or to judge the value of anti- 
convulsant drugs. The book should help to 
correct many widely held but wrong assump- 
tions, and for this reason it is to be hoped that 
it will be widely read. 
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The Nature of Sleep. A Ciba Foundation 
Symposium. Edited by G. E. W. 
WOLSTENHOLME, O.B.E., M.B., M.R.C.P., 
and Marve O’Connor, B.A. London: 
J. & A. Churchill Ltd., 1961. Pp. 416. 
Illustrated. Price 50s. 

THIS symposium raises as many problems as it 

solves. Indeed, it might be questioned whether 

it solves any problems et all. Nevertheless—or 
perhaps for this very reason—it makes stimu- 
lating reading. ‘The neurophysiologists are 
obviously right out of their depth, but they are 
not afraid to say so. Their trouble, of course, is 
twofold. In the first place their techniques are 
not yet refined enough, and secondly so much 
of their work has been done on animals and the 
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transfer of such animal observations to man is 
fraught with danger. 

Perhaps the most interesting, because the 
most definite, contribution to the symposium 
is that on the energy metabolism of the brain 
during sleep in man. The major, if somewhat 
unexpected, finding is that in man physiological 
sleep is associated with a slight but significant 
increase in cerebral blood flow and, for all prac- 
tical purposes, a normal cerebral oxygen con- 
sumption. This latter finding is in marked con- 
trast to other conditions of impaired conscious- 
ness such as insulin and alcoholic coma, when 
the over-all oxygen consumption of the brain 
is reduced to around 50%, of normal. In other 
words, it would appear as if the brain were as 
active during sleep as when one is awake. The 
neurophysiologists’ attempts to fit this finding 
in with their theories make fascinating reading. 
Indeed, to many readers the fully reported dis- 
cussions will be the most intriguing section of a 
book which will appeal to all practising doctors. 


Night Calls: A Study in General Practice. 
By Max B. CLyne. Mind and Medicine 
Monographs. London: Tavistock Publi- 
cations, 1961. Pp. 216. Price 21s. 

Tuis is the record of a study of night calls by 

a group of doctors especially interested in the 

psychological aspects of so many of them. The 

frank records of the visits themselves suggest 
that where there is free choice of doctors these 
tend to collect special types of patient, and 
these psychologically minded doctors had cer- 
tainly accumulated some queer cases to dis- 
cuss, with—one hopes—an abnormal proportion 
of sexually impotent or unsatisfactory types. 
The last chapter of the book, written by 

Aaron Lask, confirms this thesis, and for most 
people the book will prove more satisfactory if, 
after the foreword, the chapters are read in the 
reverse order. It will then be realized that in 
spite of the selected material the group reached 
some highly practical and pertinent views on, 
amongst other things, practice in general, 
frivolous night calls, and the ethics and effect 
on patients and doctors of the use of emergency 
night services. Rather surprisingly the balance 
seemed to be in favour of using other doctors 
than the G.P. for night calls, but the whole 
book is well worth reading by any doctor who 
wishes to understand more about these specific 
matters, the doctor-patient relationship, and 
also about himself and his subconscious reac- 
tions. It is pleasingly free from psychological 
jargon, it is not heavy reading and is at times 
entertaining, not least the psychiatrist’s original 
belief that night calls offered ‘most propitious 
moments for starting psychotherapy’. He 
seems to have modified it later. 
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Medicine and the Navy. Vol. I1I—1714- 
1815. By CHRISTOPHER LLOYD, F.R.HIST.S., 
and Jack L. S. CouLrer, F.R.c.s. Edin- 
burgh: E. & S. Livingstone Ltd., 1961. 
Pp. 402. Illustrated. Price sos. 

Tuts volume is a worthy memorial to Surgeon- 

Commander Keevil, the author of the first two 

volumes, who died before the second volume 

was published. It is equally a tribute to his two 
successors who have successfully achieved the 
difficult task of maintaining not only continuity 
but also the high standards set by Surgeon- 

Commander Keevil. 

The period covered by this volume was in 
some ways the most momentous in the history 
of the medical service of the Royal Navy. At 
the beginning of the 18th century standards 
were about as low as they could have been. 
By 1815 a service was developing which had in 
it the makings of the service as we now know it. 
It was to be a long time before naval doctors 
achieved their rightful status but by 1815 there 
was a glimmering of respect for them as pro- 
fessional men who could form an integral part 
of the Royal Navy. The interest of the work is 
enhanced by the fact that records, previously 
scanty, became increasingly common after the 
middle of the century, though it is interesting 
to learn that the first official surgeon’s journal 
to be preserved is dated 1793. A definite im- 
provement in this volume is a switch-over to a 
sectionalized approach in preference to a chrono- 
logical one, the four sections being: ‘The medical 
department’, ‘The medical history of the wars of 
the 18th century’, “The naval hospitals’ and ‘Sea 
diseases’. Although this means a certain amount 
of repetition, it allows of a clearer account of the 
essential developments throughout the century. 


NEW EDITIONS 
Essential Urology, by Fletcher H. Colby, M.p., 
in its fourth edition (Bailliére, Tindall & Cox, 
64s.) is one of the standard American textbooks 
on urology and, as it is based on the practice at 
the Massachusetts General Hospital, it can be 
rightly assumed to be thoroughly up to date and 
orthodox. The general arrangement, print and 
illustrations are excellent, and it contains a 
most thorough bibliography at the conclusion 
of each chapter. This enables the reader who 
requires more detailed information to obtain it 
readily. Quoting the preface, it should be useful 
in preparation for examinations of the Board of 
Urology. It is therefore unduly detailed for the 
undergraduate student in Britain, and again the 
introductory chapters on anatomy and physi- 
ology can be regarded as redundant. In a book 
of its size it is rather disappointing that so little 
is said about such an important subject as hydro- 
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nephrosis. A useful book for the postgraduate 
working for a higher examination. 


Anatomy and Physiology for Nurses, by W. P. 
Gowland, M.D., F.R.c.s., and John Cairney, 
C.M.G., D.Sc., M.D., F.R.A.C.S., sixth edition 
(N. M. Peryer Ltd., 45s.).—It is increasingly 
recognized and accepted that the interpreta. 
tion of illness is basically in terms of physio- 
logical principles. The importance of the teach- 
ing of biochemistry and physiology in the 
understanding of the processes of disease, re- 
ceives further emphasis in the sixth edition of 
this book. Anatomical detail is concise, per- 
tinent and forms an adequate structure on 
which physiological knowledge may be hung. 
The usual tendency for successive editions to 
become overburdened has been resisted, but 
even so some passing reference to the isotopes 
and their place in modern physiology would 
have been welcome. No doubt the authors have 
this in mind for the next edition, for their 
book remains assured of a place in the libraries 
of nurse-training establishments. 


The Protection of the Nurse against Tuberculosis, 
by F. A. H. Simmonds, M.D., D.P.H., in its 
second edition (Chest and Heart Association, 
12s. 6d.) is as up to date as it can be and there are 
many modifications in detail over that of 1952. 
The very practical information should appeal to 
lay as well as medical and nursing administrators 
and perhaps especially to all of these in other 
than chest hospitals, since right principles of 
nurse protection are sometimes barely recog- 
nized in general medical and surgical wards. 
Although decreasing in incidence tuberculous 
disease will continue to be endemic, and to have 
perhaps greater dangers in an increasingly ‘un- 
salted’ community. Moreover, training in strict 
regimes should be of value in dealing with the 
ubiquitous staphylococcus. To make the next 
edition even cheaper, the three x-ray repro- 
ductions might be replaced by line drawings. 


The contents of the January issue, which will be a Special 
Number devoted to ‘Chemotherapy’, will be found on 
page A 144 at the end of the advertisement section. 

INDEX AND BINDING CASES 
The index to volume 187 (July-December 1961) will be 
forwarded to all subscribers with the January issue. 
Binding cases for this and previous volumes are available 
in green cloth with gilt lettering, price 6s. each, post free. 
The cases are made to hold 6 copies after the advertise- 
ment pages have been removed; they are not self-binding. 
Alternatively, subscribers’ copies can be bound at an in- 
clusive charge of 15s. per volume; this includes the cost 
of binding cases and return nostage. 





Notes and Preparations see page 841. 

Notes from the Continent see page 845 

Fifty Years Ago see page 847. 

World Health News see page A 15. 

Motoring Notes see page A 93. 

Travel Notes see page A 97. 

Bridge Notes see page A ror. 

From a Sussex Window see page A 103. 

Annual Report of College of General Practitioners 
see supplement pages 1-47. 
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NEW PREPARATIONS 
‘BROCILLIN’ tablets contain propicillin, an oral 
penicillin, and are said to be ‘particularly effec- 
tive’ against streptococci and mildly resistant 
staphylococci, and to achieve blood levels four 
times those obtainable with phenoxymethyl- 
penicillin. Available as tablets of 125 mg. and 
250 mg. in amber bottles of 24, 100 and 500. 
(Beecham Research Laboratories Ltd., Great 
West Road, Brentford, Middlesex.) 


EXPANSYL’ capsules each contain 50 mg. of 
ephedrine sulphate, 5 mg. of diphenylpyraline, 
and 2 mg. of trifluoperazine, and are intended 
for the treatment of asthma. They are said to 
give ‘outstanding protection’ against asthmatic 
attack because they provide ‘sustained broncho- 
dilatation and control of allergic and psycho- 
logical factors which may be involved in the 
complex etiology of the condition’. Available as 
sustained-release capsules in containers of 30 
and 250. (Smith Kline & French Laboratories 
Ltd., Welwyn Garden City, Hertfordshire.) 


‘MeTILAR’ tablets contain paramethasone acetate 
and are intended for use ‘whenever systemic 
therapy with adrenocortical steroids is in- 
dicated’. They are said to possess’ ‘high anti- 
inflammatory activity coupled with a minimal 
exhibition of the unwanted physiological proper- 
ties of the steroids’. Available as tablets of 1 mg. 
and 2 mg., in containers of 25, 100 and 500. 
(Imperial Chemical Industries Ltd., Pharma- 
ceuticals Division, Wilmslow, Cheshire.) 





‘NIROLEX’ expectorant linctus, each teaspoonful 
of which contains 50 mg. of guaiphenesin, 15 
mg. of ephedrine sulphate, and 10 mg. of 
mepyramine maleate, with menthoi and glycerin, 
is said to relieve the bronchitic patient’s ‘tight 
'chest’, allowing him to breathe more easily and 
clear his lungs of tenacious sputum. Available 
in bottles of 4 and 40 fluid ounces (113 ml. and 
1 litre). (Boots Pure Drug Co. Ltd., Station 
Street, Nottingham.) 


‘RoMORPHAL’ vials contain a solution of tacrine 
hydrochloride and morphine tartrate, thus 
obviating two injections when these two drugs 
are given together. They are intended for the 
relief of pain without depression of the central 
nervous system. At present available in multi- 
dose injection-type vials of 20 ml., containing 
15 mg. of tacrine and 15 mg. of morphine 
tartrate per ml.; this strength of the preparation 
will be known as ‘romorphal 1:1’. (Duncan 
Flockhart & Co. Ltd., 16 Wheatfield Road, 
Edinburgh 11.) 
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NOTES AND PREPARATIONS 


‘ROMOTAL’ ampoules each contain 30 mg. of 
tacrine hydrochloride and are intended for use 
as an adjuvant in morphine therapy. Tacrine is 
said to reduce the side-effects of morphine 
without interfering with its analgesic action, 
and to be useful in the treatment of barbiturate 
poisoning and in anesthesia. Available in 2-ml. 
ampoules in boxes of 12 and 100. (Duncan 
Flockhart & Co. Ltd., 16 Wheatfield Road, 
Edinburgh 11.) 


‘SYNADRIN’ tablets each contain 15 mg. of pre- 
nylamine lactate and are intended to reduce the 
frequency and severity of attacks of angina 
pectoris. It is stated that regular administration 
over a period of weeks will produce ‘prolonged 
improvement of coronary blood supply’. Avail- 
able in containers of 30 and 150 orange sugar- 
coated tablets. (Horlicks Ltd., Pharmaceutical 
Division, Slough, Buckinghamshire.) 


‘SYNALAR’ preparations contain 0.025% w/w 
of fluocinoline acetonide and are intended for 
use ‘whenever topical corticosteroid therapy is 
indicated’. Fluocinolone is said to be forty times 
as effective topically as hydrocortisone. Available 
as a cream (tubes of 5 g. and 15 g.), as an oint- 
ment (tubes of 5 g. and 15 g.), and as a lotion 
(polythene dropper-bottles of 20 ml.). (Imperial 
Chemical Industries Ltd., Pharmaceuticals 
Division, Wilmslow, Cheshire.) 


PHARMACEUTICAL NOTES 
McNEeIL LaBoraTories LTpD. announce that they 
are no longer marketing their zoxazolamine pre- 
paration, ‘flexin’. (High Wycombe, Bucking- 
hamshire.) 


RovussEL LABORATORIES LTD. announce the in- 
troduction of ‘soframycin cream’ for the treat- 
ment of ‘all bacterial skin infections’. This con- 
tains 1.5°%, of framycetin and 0.005%, of grami- 
cidin ‘in a unique milky vehicle which by its 
unusual high fluidity combines the advantages 
of cream and lotion’. Available in plastic squeeze 
bottles containing 15 g. (847 Harrow Road, 
London, N.W.10.) 


SmitH KuiineE & FRENCH LABORATORIES LTD. 
announce that their nitrofurantoin preparation, 
‘furadantin’, is now available in an additional 
strength of tablet: 100 mg., in bottles of 100 and 
1000. (Welwyn Garden City, Hertfordshire.) 


FILM NEWS 
Oral Diuretics in Clinical Medicine (16 mm., 
colour, sound; running time 25 minutes) begins 
with a brief review of normal renal physiology 
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and then discusses different approaches to the 
problem of cedema, outlining the advantages and 
disadvantages, modes of action and methods of 
administration of the various diuretic agents. 
The film concludes with reports and case 
histories indicating the advantages of hydro- 
flumethiazide in the treatment of cedema and 
its use in the treatment of hypertension. (E. R. 
Squibb & Sons Ltd., Edwards Lane, Speke, 
Liverpool 24.) 


Mary Lewis—Student Nurse (16 mm., colour, 
sound; running time 20 minutes) is a young 
girl’s personal story of her three years’ nursing 
training to become a state registered nurse. It 
shows the nurse’s life on and off duty, the 
comprehensive training received, and indicates 
the opportunities in various fields of nursing 
which are open to those who qualify. Made by 
Rayant Films, the film is available for hiring 
from the Central Film Library, Government 
Buildings, Bromyard Avenue, London, W.3. 


FORTHCOMING CONFERENCES 
Tue Chest and Heart Association announce two 
meetings to be held in London: A symposium 
on Respiratory Function and the Clinician on 
December 13, 1961, and a conference on Modern 
Views on the Diagnosis and Management of 
‘Stroke’ Iliness on January 23, 1962. Full details 
may be obtained from the London office of the 
Association at Tavistock House North, Tavis- 
tock Square, London, W.C.1. 

They also announce two meetings to be held 
in Glasgow: A symposium on The Eradication 
of Tuberculosis on December 15, 1961, and a con- 
ference on ‘Stroke’ Rehabilitation on January 11, 
1962. Full details may be obtained from the 
Scottish office of the Association at 65 Castle 
Street, Edinburgh 2. 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednes- 
day, December 20, when the subject for dis- 
cussion will be ‘Do Diseases Run in Families? A 
study of methods of recording morbidity in 
family groups and its results’. The opening 
speakers will be Dr. E. von Kuenssberg, Mr. 
S. A. S. Sklaroff, and Dr. K. Hodgkin. 


DOCTORS’ HOBBIES EXHIBITION 
Tue Fifth Doctors’ Hobbies Exhibition, spon- 
sored by Benger Laboratories Ltd., will be held 
in the Great Hall, B.M.A. House, Tavistock 
Square, London, W.C.1, from December 4 to 
8 inclusive. Open to the medical and allied 
professions from 2.30 p.m. on the first day and 
10 a.m. on other days. 
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ROYAL MEDICAL BENEVOLENT 
FUND 

DuRING 1960 the Royal Medical Benevolent 
Fund disbursed grants totalling £34,438 and 
annuities totalling £14,197. These outgoings 
amount to well over £3000 more than in 1959, 
so that it is hardly surprising that at the end 
of the year the fund had a deficiency of £2,916, 
In the annual report of the Fund for 1960 the 
Committee of Management express their grati- 
tude and thanks to all professional colleagues 
who have subscribed in the past, but appeal 
particularly to the vast number who have not 
done so. If every member of the profession 
subscribed only a small sum annually—remem- 
bering, in the words of the report, ‘that they 
themselves may be overtaken by some unfore- 
seen calamity’—the task of those who administer 
the Fund would be immeasurably lightened, 
The address of the Fund is 37 St. George's 
Road, Wimbledon, London, S.W.19. 


BRITISH COUNCIL FOR THE WELFARE 
OF SPASTICS 

ACCORDING to the annual report of the Council 
for the year 1960-61, the survey of London 
spastic school-leavers ‘is passing into an interest- 
ing phase’ as 31 of the young people are now 
over the age of 18, and 17 of them are capable 
of open or sheltered employment and therefore 
now come under the care of the Disablement 
Rehabilitation officer. As the report points out, 
‘this is unquestionably a critical period when 
many of them realize for the first time how far 
they lag behind their normal contemporaries’. 
For all adult spastics, however, the principal 
gap continues to be the lack of full-time occupa- 
tion for the homebound and the unemployable 
—largely due to transport difficulties. It is hoped 
that eventually the number of Day Centres, such 
as those operated by the London County Coun- 
cil Welfare Service, will increase sufficiently to 
provide for daily attendance for rehabilitation 
and ‘diversionary occupation’ instead of the 
once or twice a week possible at present. 


CARE OF THE BLIND 
ALTHOUGH fewer children are now being born 
blind, thus enabling the Institute to close some 
of their Sunshine Home Nursery Schools, there 
are more who have, in addition to their blind- 
ness, crippling burdens such as mental deficiency 
or physical deformity to bear, according to the 
seventy-seventh annual report of the executive 
council of the Royal National Institute for the 
Blind for the year ended March 1961. New 
centres to deal with the complex problems these 
children will pose have been opened. For the 
elderly and house-bound blind the talking book 
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library, with more than 700 titles on long-playing 
gramophone records, is a valued service, but 
work is now in progress to replace this disc 
library by multi-track tape-recorded books, a 
project that will take a long time and cost a 
lot of money, but which will give better service 
to more than 6,500 library members. 


SCOTTISH STATISTICS 

Tue value of diphtheria immunization is em- 
phasized by the fact that in Scotland there were 
no accepted notifications of this disease during 
1960—compared with 15,069 in 1940 when it 
caused 676 deaths. Amongst other points 
brought out in ‘Scottish Health Statistics 1960’ 
(H.M.S.O., price 22s. 6d.) are the following. 
Of the six illnesses causing most absences from 
work—bronchitis, influenza, heart diseases, 
respiratory tuberculosis, psychoneurotic dis- 
orders and psychoses—psychoneurotic dis- 
orders accounted for the loss of 88,227 working 
days and psychoses for 67,027. The percentage 
of babies delivered in hospital rises steadily each 
year: 74°% in 1960, compared with 56%, in 1948. 
The trend in general practice is towards partner- 
ship: 829 single-handed practices as against 
1,177 in 1950 and 1,799 partnerships as against 
1,140 in 1950. 


DISTRICT NURSES 

THERE are now 10,300 district nurses in Eng- 
land and Wales, compared with 7,800 in 1948, 
according to the Parliamentary Secretary to the 
Ministry of Health in a recent short debate in 
the House of Commons on district nurses. 
\Perhaps the most impressive statement made 
by the Parliamentary Secretary, however, was: 
‘Something like 23 million home visits are made 
by district nurses every year’. 


NOCTURNAL ENURESIS 
‘REDEPLOYMENT in a big way is indicated by the 
manifest excellence of the electric buzzer treat- 
ment. My approach now is to start a new case 
with a check-list of the simple pitfalls in 
management such as: 

(a) diuretic evening drinks (tea, cocoa, coffee), 

(b) physical exhaustion of going too late to bed, 

(c) parents neglecting to lift the child at their 

bedtime, 

(d) or allowing him to sleep too late in the 
morning, 

(e) a blocked nasal airway. 


If management fails and the bed is wet more 
than a quarter of the nights with a lifelong 
bed-wetter of school age, I would wish to use the 
buzzer next. Only if a month’s course is un- 
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successful would I reconsider for hospital in- 
patient study. Drug treatment has in the past 
been so unhelpful that I would ignore it. The 
administration of the buzzer outfits will afford 
the school medical officers and health visitors a 
considerable new field of clinical activity, and 
I would look forward to offering the buzzer to 
most bed-wetting children at five years of age’.— 
Dr. Cedric C. Harvey, pediatrician, West 
Riding of Yorkshire, in the annual report of the 
medica] officer of health for 1960. 


RADIOACTIVITY OF TOBACCO 

IN view of the many reports on the levels of: 
radioactivity in tobacco and tobacco smoke, 
it is interesting to note that, according to V. C. 
Runeckles, of the Imperial Tobacco Company 
of Canada Research Laboratory, Montreal 
(Nature (Lond.), 1961, 191, 322), the amounts 
of radioactivity ‘taken into the lung, even by 
the heavy smoker, are minute compared with 
the bodily uptake from the diet, and are rapidly 
eliminated from the lung tissue’. Such activity 
as does exist is due almost entirely to potassium- 
40 and it is noted that ‘this potassium-40 activity 
only exceeds by a small amount the «-activity 
taken into the lungs of all individuals because 
of the radon and thoron in the Earth’s atmo- 
sphere’. 


DRUG SCAVENGERS 

THE latest racket in the United States apparently 
is that of what a medico-legal expert of the 
American Medical Association has described as 
‘drug scavengers’. The activities of these in- 
dividuals have been described by the Food and 
Drug Administration (F.D.A.). The racket con- 
sists of the sale of drug samples which have 
been given to doctors. What is happening is that 
doctors are receiving letters from drug repacking 
companies, of which the following is an ex- 
ample: ‘Dear Doctor, Don’t throw away your 
surplus drugs or samples. I will buy them from 
you. I pay a fair, honest price. Please write or 
phone’. According to the F.D.A., the records of 
one drug repacking company showed that a 
Brooklyn doctor ‘pocketed’ $10,000 a year from 
the sale of samples. A certain element of refine- 
ment has been introduced by one of these com- 
panies which apparently considers it tactless to 
offer cash for samples: instead they offer ‘office 
supplies’ in return for the samples. 


HEMIPLEGIA FOLLOWING BEE-STING 
THE unusual consequences of a bee-sting are 
described by U. Kadish (Jsrael med. ¥., 1961, 
20, 165), whose patient, a 31-year-old farmer, 
was known to be allergic to bee venom and who 
had been treated on a previous occasion with 
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adrenaline without any untoward result. Eight 
years later he was stung again and within half- 
an-hour urticarial symptoms began to make 
their appearance. Within fifteen minutes of 
receiving 0.4 ml. of 1:1000 adrenaline the patient 
became shocked and lost consciousness and was 
later admitted to hospital where it was found 
that he had acomplete left hemiplegia. A stormy 
recovery period ensued ; electroencephalographic 
tracings a month later revealed ‘general disorder 
with severe disturbances in the right hemisphere, 
mainly in the frontal region’. After more than a 
year, including a long spell at a rehabilitation 
centre, the patient was able to go back to work 
though still partially disabled. Discussing the 
differential diagnosis Kadish concludes that the 
chain of events is more in keeping with the view 
that the hemiplegia was due to cerebral vaso- 
spasm and thrombosis following the injection 
of adrenaline than to the much rarer allergic 
vasculitis that is sometimes seen as part of a 
severe sensitivity reaction. 


PUBLICATIONS 
Poliomyelitis contains the papers and discussions 
presented at the 5th International Poliomyelitis 
Conference, held in Copenhagen in 1960. Its 
appearance at the present moment is particularly 
appropriate in view of its detailed review of the 
relative merits of killed and attenuated vaccine. 
(Pitman Medical Publishing Co. Ltd., price 60s.) 


Occupational First Aid, the authorized textbuok 
of the St. John Ambulance Association, in its 
second edition will be of special interest to 
factory doctors and all those who are concerned 
with first aid in industry. Accident prevention, 
treatment of specific injuries, emergency action 
to be taken by those at the site of an accident, 
all these are clearly described and the 72 pages of 
text are improved by more than a score of 
admirable diagrams and photographs. (‘The St. 
John Ambulance Association of the Order of 
St. John, price 4s. 6d.) 


Your Baby and Your Figure, which is published 
by the Obstetric Association of Chartered 
Physiotherapists, is an account of what Professor 
Norman Morris in his foreword describes as 
‘the exercises that will help a woman to regain 
her figure after she has had a baby’. (E. & S. 
Livingstone Ltd., price 2s.) 


Fluphenazine in Anxiety and Tension, edited by 
W. W. Heseltine, is an account of the pharmaco- 
logical and therapeutic properties of this tran- 
quillizer. (Charles Birchall & Sons Ltd., 
price 15s.) 


Hearing Aids is intended for ‘anyone who may 
be thinking of acquiring a hearing aid or 
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changing an aid for a better one or who may be 
having trouble with his present one’. (National 
Institute for the Deaf, price 6d.) 


National Register of Medical Auxiliary Services, 
—The Register of Operating Technicians for 1961 
is now available and will be sent free to mem- 
bers of the medical profession, hospitals and 
official bodies upon application to the Registrar, 
Board of Registration of Medical Auxiliaries, 
B.M.A. House, Tavistock Square, London, 
WC.1. 


Blackwell Scientific Publications Ltd. announce 
that their complete catalogue of books and 
journals on medicine and science for 1961/62 is 
now available on request. (25 Broad Street, 
Oxford.) 


OFFICIAL PUBLICATIONS 
Agricultural Research Council Radiobiological 
Laboratory Report for 1960. Surveys of Radio- 
activity in Human Diet and Experimental Studies. 
(ARCRL 5).—This report, which deals with the 





contamination of human diet in this country by 
radioactive materials, reveals that the general 
level of strontium go in the average diet of the 
population as a whole during 1960 was about! 
two-thirds of the figure for 1959. The decrease} 
represents the reduced rate of fallout con- 
sequent upon the suspension, until recently, of 
testing of megaton weapons. A great deal of| 
other related information collected by the radio- | 
biological laboratory is included. (H.M.| 
Stationery Office, price 6s. 6d.) | 


Assay of Strontium-go in Human Bone in the 
United Kingdom. Results for 1960, Part I, with 
some further results for 1958 and 1959 is the | 
second of the Medical Research Council Moni- 
toring Report Series. This reveals relatively | 
little change in the average values of strontium- | 


go in bone in the 0-5 years age-group during the | 


first half of 1960, compared with 1959. In 
analyses carried out by the Atomic Energy 
Research Establishment during the period 
January to June 1960, the average level recorded 
for this age-group was 3.3 strontium units 
(S.U., i.e. micro-microcuries of strontium-90 
per g. of calcium) compared with 3.2 S.U. for 
the second half of 1959. In analyses carried out 
in Glasgow the average was 2.2 S.U. compared 
with 2.3 S.U. for the whole of 1959. The highest 
single value of strontium-go in bone recorded 
in this report is 6.6 S.U. compared with 9.5 
S.U. in 1959. The report also includes analyses 
of still-born foetuses during the period Sep- 
tember 1958 to June 1960. (H.M. Stationery 





Office, price 1s. 3d.) 
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NOTES FROM THE CONTINENT 


A European Newsletter 
FRANCE 


Television seizures.—The possible influence of 
the television screen on precipitating epilepti- 
form convulsions has been investigated by H. 
Gastaut and his colleagues, who examined 35 
patients who had previously suffered one or 
more fits while watching TV. All of them were 
under 40 years of age and more than half were 
under 10, the average age of the group being 
19.2 years. Although nine of these patients had 
experienced fewer than four fits each, they were 
always stricken while actually watching TV, 
but in the remainder there was a history of fits 
occurring in other circumstances as well and 
they were already known epileptics. All kinds 
of seizures were represented, including 12 major 
fits, 6 minor, 3 myoclonic attacks, 2 focal attacks 
and one of psychomotor epilepsy. Recording 
that in all these instances the disturbances 
occurred only after an appreciable time spent 
watching the screen the authors noted that such 
factors as fatigue, alcohol, minor febrile illnesses 
and, in one patient, suddenly emerging from a 
darkened room, seemed to precipitate fits. A 
study of the electroencephalographic tracings 
revealed that these subjects could be separated 
into three distinct groups: (i) eleven patients 
with normal records; (ii) three patients with 
evidence of focal disturbance; (iii) 21 patients 
with typical wave and spike discharges in 
response to stimulation by flickering light. 

The evidence showed that this kind of photo- 
sensitivity was always present in those whose 
attacks occurred only in relation to televiewing; 
moreover it was present in a third of the patients 
whose fits might otherwise have been con- 
sidered chance occurrences in known epileptics 
who happened to be watching TV at the time. 
It was also established, however, that provided 
screens of limited brightness were used, with the 
patient sitting as close as he could conveniently 
manage in a room where the surrounding light- 
ing was cut down to a minimum, the typical 
wave and spike discharges ceuld not be elicited. 
This discrepancy can be ex»iained, it is sug- 
gested, not only on account of the difficulty in 
reproducing exactly all the conditions of bril- 
liance and frequency on the cathode tube, but 
because of the human factor as well, especially 
the state of drowsiness that supervenes after a 
long period of watching almost any programme 
and in which epileptic discharges are so com- 
monly facilitated. The authors conclude that 
anyone liable to epileptic attacks would be well 
advised to take care, and especially to avoid 
watching a very bright picture in a darkened 
room. 





Treatment of liver failure—Commenting that 
many suggested remedies for liver failure do not 
remain in vogue for long, M. Cachin draws 
attention to the remarkable power of malic acid 
to protect rats from hepatic cellular damage 
induced by carbon tetrachloride and suggests 
that in combination with arginine, another sub- 
stance of proved worth, effective results might 
be achieved. With this in view both experimental 
and clinical evidence was sought, the first point 
to emerge being that the two drugs together 
had a greater action than either alone in pro- 
tecting rats against ammonia hepatitis. Secondly, 
Cachin reports that the combined drugs were 
effective in 16 out of 25 patients who were in 
hepatic coma as a result of cirrhosis of the liver. 
He adds that the favourable outcome in each 
case was accompanied by a return to normal of 
the electroencephalograms and of nitrogen re- 
tention in the blood. 


Jejuno-ileitis of mixed etiology.—The possibility 
that failure of mepacrine treatment in some cases 
of Giardia lamblia bowel infestation may be due 
to secondary staphylococcal enteritis is examined 
by R. Cattan and G. Ligny, who are in favour 
of repeated jejunal intubation in these patients. 
‘They have been able to demonstrate the pre- 
sence of jejunitis, apparently caused by staphylo- 
cocci, which responds to treatment with anti- 
biotics. They stress that stool culture may be 
misleading because either no staphylococcus 
will be present or, if one is, it may exhibit 
different sensitivities as compared with the 
jejunal organisms. This observation prompts the 
authors to wonder whether there are two patho- 
genic staphylococci present in these cases or 
whether the passage through the bowel can be 
responsible for the differences noted. On the 
basis of their investigations they recommend 
the division of patients with mixed infections of 
lambliasis and staphylococcal enteritis into two 
groups. In the first, stool culture shows the 
presence of giardia only and jejunal intubation 
shows both giardia and staphylococci. These 
patients are treated with mepacrine and anti- 
biotics. In the second group giardia and 
staphylococci are found in both stool and 
jejunal analyses and in these patients treatment 
depends upon whether evidence of colitis is 
present as well. If it is, then mepacrine, together 
with antibiotic therapy directed against both 
types of staphylococci, is appropriate. In the 
absence of colitis mepacrine is again employed 
but the antibiotic therapy need only be directed 
against the jejunal staphylococcus. 
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Blood picture in silicosis.—Agreeing with other 
workers in the same field, L. Patermi and his 
colleagues consider that certain blood changes 
are to be expected in patients with silicosis in 
whom there is no marked degree of respiratory 
insufficiency and in whom no other complica- 
tions exist, such as a superadded tuberculous 
infection. The commonest findings include a 
mild anemia which may be normochromic or 
hypochromic, granulopenia, eosinophilia; the 
cells of the monocyte-lymphocyte series are 
usually within the normal range though 
occasionally towards the lower limits. In the 
marrow there is a distinct tendency towards 
hyperplasia of the cells of the granulocyte series 
which involves mainly the myelocytes and 
metamyelocytes. The polymorphonuclears are 
somewhat immature and there is an increase in 
the basophil erythroblasts, histiocytes and 
plasmocytes. The ratio of the leucocytes to ery- 
throcytes is raised. Treatment of silicosis with 
corticosteroids can produce marked effects on 
the blood and bone marrow, especially a rise in 
the number of granulocytes in the peripheral 
blood. Although there is a general tendency for 
the bone marrow to show alterations towards 
normal values, this is more marked in respect 
of the white cell series than the red, and may 
even result finally in a normal marrow picture. 


Minor coronary occlusion.—Between classical 
myocardial infarction at one end of the scale 
and angina of effort at the other there exists a 
range of clinical states which, according to G. 
Schirosa, should be regarded as true infarcts in 
which the area of myocardium involved lies in 
the deep layers of the ventricular 
localization which, he considers, may explain the 
absence of Q waves in the electrocardiogram. 
Whether or not a zone of ischawmia or necrosis 
in the myocardium extends to the pericardial 
surface of the heart considerably influences the 
magnitude of the electrical events which the 
electrocardiogram records. Regarding this con- 
cept of the ‘intermediate syndrome’ as a valid 
one, Schirosa stresses that the electrocardio- 
graphic changes accurately reflect the nature 
and extent of the alterations in the myocardium, 
whether produced by necrosis or merely by 
ischemia. Stressing the clinical importance of 
these infarctions that lie deep within the ven- 
tricular muscle, and which may sometimes 
almost encircle the ventricular cavity, the author 


walls, a 


draws attention to the difficulties attendant upon 
accurate diagnosis. In particular, he complains 
of the danger that, because a precise diagnosis 
has been obscured by the use of such terms as 
‘subacute coronary insufficiency’, ‘partial coro- 
nary insufficiency’, or ‘coronary decompensa- 
tion’ these patients may not receive the treat- 
ment that their condition demands. 


Phenelzine in depression —The outstanding 
superiority of this drug in treating the depressive 
illnesses compared with its effect in schizo- 
phrenia is emphasized by E. Barberini, who also 
draws attention to the fact that a ‘diagnostic 
test of great importance’ can be made by its use. 
When severe depression masks an underlying 
dissociative condition phenelzine, by relieving 
the depression, enables the typical manifesta- 
tions of schizophrenia to emerge. Recommend- 
ing that the drug should be used intravenously 
as well as by mouth the author points out that 
by the former route a smaller dose can be em- 
ployed and is found to have the same effect as a 
larger dose by mouth. The duration of the ill- 
ness can thus be shortened especially in acute 
depressive states and above all, perhaps, in 
reactive depression in which there is a large 
element of anxiety and tension. In these, 10 mg. 
intravenously is more effective than 75 mg. or 
even 125 mg. by mouth. In endogenous de- 
pression treatment by both intravenous and oral 
routes is strongly recommended. 


Postoperative staphylococcal  enteritis.—Whilst 
taking into account the various theories relating 
to this serious surgical complication M. Fratta, 
on the basis of 26 cases seen during the last 
two-and-a-half years, stresses the important in- 
fluence both of bowel resection and surgical 
shock not only in lowering the patient’s general 
resistance but in rendering him more susceptible 
to staphylococci in the environment as well as 
to strains that are usually saprophytic. The 
author, who agrees with the views expressed by 
other workers that the administration of broad- 
spectrum antibiotics during the pre- and post- 
operative period is indicated in these cases, has 
proposed a treatment schedule comprising 
sulphonamides and neomycin which, he em- 
phasizes, should be instituted at the earliest 
possible moment, even before the exact nature 
of the infecting staphylococcus has been deter- 
mined by stool culture and sensitivity tests. 
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IN his presidential address to the Medical 
Society of London, J. Mitchell Bruce, M.D., 
F.R.C.P., Consulting Physician, King Edward 
VII Sanatorium, Midhurst; Queen Alexandra 
Military Hospital, Millbank; Charing Cross 
| Hospital, and Hospital for Consumption and 
Diseases of the Chest, Brompton, takes for his 








Marcus Sinclair Paterson, M.B., B.S. 
(1870-1932) 


and 


subject “The general practitioner the 
medical society’. His main theme is the topical 
jone of general practitioner research. The family 
doctor is invited to supply accredited instances 
of individual susceptibility and family liability 
to disease, idiosyncrasies to drugs, foods, and 
wines, the after-effects of 
typhoid, scarlet fever, diphtheria, influenza, and 
the like. Anticipating objections that the general 
practitioner is insufficiently acquainted with 
modern methods and equipment to make worth- 
vhile contributions, he reminds his audience 
hat ‘a great part of the necessary: investigation 
which these subjects involve are of the nature of 
plain observation with open eyes and open mind, 
ind intelligent inquiry with strict control of the 
eorrectness of the replies received’. 

In ‘Pulmonary The present 
Position of treatment’, Marcus Paterson, M.B., 
B.S., Medical Superintendent, Brompton Hos- 
pital Sanatorium, Frimley, that 


illnesses such as 





tuberculosis. 





emphasizes 


‘Nothing astonishes men so much as common-sense and 
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plain dealing.—Emerson: Essays 


tuberculous patients ‘must have their 
specific resistance raised by some other methods 
than general hygienic measures’. If this is 
realized, he adds, ‘telling a patient to change his 
occupation or to go to the seaside for a holiday 
is not sound medical advice, nor is it common 
sense’. On the practical implications of Almroth 
Wright’s theory of auto-inoculation he writes: 
“The question of more or less blood-supply to 
the lungs . . . is interwoven with auto-inocula- 
tion in pulmonary tuberculosis. In all febrile 
cases no effort should be spared to limit the 
movements of the lung in order to diminish the 
supply of bacterial products into the blood 
stream, when it is already overloaded and unable 
to produce antibodies in response thereto’. 
Restoration of the temperature to normal and 
of the patient to relative fitness, may be fol- 
lowed by his preparation for resumption of a 
normal life ‘without being prostrated by a large 
dose of his own bacterial products First, 
by oft-repeated and gradually increasing doses 
of the patient’s own bacterial products, by means 
of carefully graded exercises, or auto-inocula- 
tions Secondly, by a course of tuberculin 


many 


treatment’. 

Born in Scotland in 1870, Marcus Sinclair 
Paterson served two years as an apprentice in a 
Glasgow shipyard before studying medicine at 
St. Mary’s Hospital and at the Newcastle 
Infirmary. He obtained the M.B., B.S. in 1895, 
and after service as surgeon with the P. & O. 
Line was house physician at the East London 
Hospital for Children, and resident medical 
officer to the Brompton Hospital. Chosen as 
first medical superintendent of the Frimley 
Sanatorium, his early training proved invaluable 
when problems of design and construction arose. 
His industrial experience gave him understand- 
ing of the plight of the working man in- 
capacitated by illness. Patients appreciated his 
Interest in their personal welfare, and 
operated whole-heartedly in his rehabilitation 
programmes. Paterson pioneered treatment by 
graduated exercises, describing them in detail in 
‘Auto-inoculation in Pulmonary Tuberculosis’, 
1911, whilst he exploded many myths in ‘The 
Shibboleths of Tuberculosis’, 1920. He exposed 
the folly of prescribing change of climate and 
seaside holidays for working men, and of sending 
the sedentary worker to perform unaccustomed 


co- 


labour out-of-doors. 
At the International Congress of Tuberculosis 
1908, Frimley 


in Washington in was awarded 
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the sanatorium prize, and the hospital award 
went to Brompton. Paterson and his colleagues, 
Latham and Inman, also received prizes for their 
essays. Appointed medical director of the King 
Edward VII Welsh National Memorial Hospital 
in 1916, Paterson was afterwards in charge of 
the Colindale Hospital for Pulmonary Tubercu- 
losis. In later years his activities were restricted 
by the after-effects of a motor accident and of 
an attack of undulant fever. His blunt refusal 
to accept outworn dogmas sometimes gave 
offence, but he usually had his way, for, like 
W. S. Gilbert, ‘his foe was folly, and his weapon 
wit’. A popular member of the Savage Club, 
and a great dog-lover, Paterson died in 1932. 

Writing on ‘The fatalities of appendicitis and 
their prevention’, W. Sampson Handley, M.D., 
M.S., F.R.C.S., Senior Assistant Surgeon to the 
Middlesex Hospital; and Surgeon to the Boling- 
broke Hospital, quotes Dr. Herbert Brown of 
Ipswich, who believes that after the first 
twenty-four hours, and in the absence of general 
peritoneal infection, operation should be post- 
poned until the tenth day to allow time for 
formation of protective antibodies in the blood. 
To Dr. Brown’s remark that ‘Nature has had a 
far longer experience than any surgeon’, he 
replies: ‘Her concern is with the cosmic process, 
and she cares nothing for the individual, be he 
man or bacterium. The surgical removal of the 
appendix is but a swift anticipation of Nature’s 
best final result—the destruction of the appendix 
by a slow and dangerous process of sloughing 
and suppuration’. 
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J. E. R. McDonagh, F.R.C.S., Surgeon to 
Outpatients, London Lock Hospitals, and 
Chief Assistant, Skin Department, St. Bartholo- 
mew’s Hospital, dealing with ‘The treatment of 
venereal diseases as we see them today’, con- 
trasts Continental and British patients: ‘You 
tell the foreigner he has syphilis, and he knows 
what it is, and, what is more, asks for the latest 
form of treatment. You tell a Britisher, and he 
looks at you in amazement and argues as to how 
he got it. He is further insulted at getting the 
disease, and therefore shuns his treatment’. 

In drawing attention to the new preparation, 
‘Mergentheim tablets’ made from ‘the natural 
salts obtained from the well-known Karl Spring 
at Bad Mergentheim in South Germany’, the 
comment is made:—‘The following very quaint 
announcement has been issued to all concerned: 
‘‘As royal personages are now interested if 
the development of this place of pilgrimage 
for gouty or otherwise constitutionally dis- 
ordered people it was to be feared that the usual 
detestable way of greedy speculators would soon 
show itself, the management has taken the 
necessary steps to make Mergentheim most un- 
attractive for putting speculative habits into 
practice, and the main motto is to ignore fashion- 
able prices altogether, but to stick to reasonable 
prices in every way, and to enable even people 
with comparatively speaking small incomes to 
live at Mergentheim or to take the cure there. 
Doctors should ask for prospects and clinical 
details’”’ ’ 
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Teaching Emphysema Patients 
Diaphragmatic Breathing 


SPENGER’S GORDON-BARACH SUPPORT CAN HELP! 


It visually demonstrates to the patient whether or not his 
diaphragmatic breathing technique is correct. 

It strengthens abdominal muscles through exercise—thereby making 
the practice of diaphragmatic breathing more instinctive. 

Expiratory ventilation of lungs is improved by the recoil-type 
thrust of the springs during exhalation. 














The Gordon-Barach Support is an adjunct to diaphragmatic breathing. 
Special steel springs incorporated into the abdominal pad are 
compressed during inhalation when abdominal muscles are properly 
used. Increased tension of these compressed springs alds expiratory 
ventilation. 


For further information write to:- 


SPENCER (BANBURY) LTD. 
Consulting Manufacturers of SURGICAL & ORTHOPAEDIC SUPPORTS 


Spencer House, Banbury, Oxfordshire . Tel. 2265 


LONDON OFFICE: 2 South Audley Street, W.! Tel. GROsvenor 4292 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY, SPENCER (SURGICAL SUPPLIES) LIMITED 
Trained Retailer-Fitters resident throughout the Kingdom. Name and address 
of nearest Fitter supplied on request 
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AFTER ANTIMICROBIAL 


STEROID OR 


RADIATION THERAPY 


NYSTATIN 


SQUIBB 


Whenever the clinical 
problem is a monilial 
(Candida albicans) infection 
NYSTATIN is indicated. 


A consistently high rate 

of cure clinically and 
mycologically in all localised 
(Candida albicans) infections. 
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WORLD HEALTH NEWS 


. 


A WHO News Bulletin 


December 1961 


New Appointments 

Dr. OGANES VAGARSHAKOVICH BaAROYAN, of the 
U.S.S.R., has been appointed Assistant 
Director-General of WHO. 

Dr. Mark D. Hollis, of the United States of 
America, has been appointed Director of the 
Division of Environmental Sanitation at WHO 
Headquarters in Geneva. 


U.K. Appointments 

Proressor E. M. Backett, Professor of Social 
Medicine and Head of the Department of 
Public Health and Social Medicine in the 
University of Aberdeen, has been appointed to 
undertake an intensive study of the causation, 
epidemiology, control, and prevention of 
accidents in the home. 

Dr. J. M. Barnes, Director of the Medical 
Research Council Toxicology Research Unit, 
has been appointed chairman of the WHO 
Expert Committee on Insecticides. 

Professor Alexander B. MacGregor, Professor 
of Dental Surgery and Director of Dental 
Studies in the University of Birmingham, 
visited Ghana recently to investigate, as a WHO 
short-term consultant, the dental problems 
there and advise on the future development of 
dental services in Ghana. 

Dr. Frank F. Main, Chief Medical Officer, 
Ministry of Health, Northern Ireland, has been 
appointed short-term consultant in a WHO 
study on the ‘regionalization’ of health services. 
During the last few years WHO has been pro- 
moting the extension and improvement of local 
health services, and has helped a number of 
governments in this task. The next step is to 
help Member States to plan and organize public 
health services for countries as a whole, the 
immediate problem being that of providing, at 
the regional or intermediate level, specialized 
clinical and public health facilities which will be 
available to the local health services. In recent 
years, some countries have adopted a ‘regional- 
ization plan’ in which the existing local health 
services are technically and administratively 
linked up with a regional public health centre 
providing the services of a hospital, a public 
health laboratory, and other specialized facilities. 
Dr. Main will visit three places where this 
system has been tried out: Puerto Rico, Czecho- 
slovakia, and Israel. 


WHO African Regional committee 
THE representatives of the 27 Member States 
of the African Region of WHO, who attended 


the Eleventh Session of the Regional Com- 
mittee meeting at Brazzaville recently, adopted 
a budget for 1963 for the African Region of 
$5.33 million. The Committee had before it a 
proposal to expand accommodation and facilities 
for the WHO Regional Office for Africa at 
Brazzaville, to include a conference hall and 
committee rooms, at an estimated cost of around 
$600,000. At its final session the Committee 
unanimously adopted a resolution recommend- 
ing Member States in the region to ‘participate 
voluntarily to the greatest extent possible in the 
expenses involved’. 


Virus Research 

A GRANT of $940,000, payable in yearly amounts 
of $188,000 for a period of five years, has been 
awarded to WHO by the National Institutes of 
Health of the U.S. Public Health Service to 
further research in virus diseases. This is the 
third grant awarded by the United States 
Government to WHO for specific research 
programmes. 


Advertising and Self-medication 
PEOPLE are easy marks for quackery and the 
blandishments of advertisers of medicines and 
drugs, for they know little about the structure 
and functioning of their bodies and yet are 
vitally interested in their own health and like 
taking medicine. This is one of the main 
reasons why such advertising should be con- 
trolled, according to a survey of health legis- 
lation in pharmaceutical advertising published 
by WHO (International Digest of Health Legis- 
lation, 1961, 12, 1), which reviews the situation 
in some 20 countries, most of them in Europe 
and the Americas. The dangers of self-medica- 
tion are discussed: these include the risk of 
choosing the wrong drug, of taking an excessive 
dose or too small a dose, of side-effects or of 
allergic reactions. There is also the equally 
serious risk of suppressing the symptoms of an 
illness that could be cured if treated in time. 
Another serious objection to pharmaceutical 
advertising is that it may create a pressing 
demand for a new remedy, sometimes even 
before doctors know about its existence, and 
before adequate tests have been made and the 
side-effects known. 

Advertising intended for the medical pro- 
fession is considered no less open to question, 
both its accuracy and volume being often 
criticized by reputable bodies. 

On the other hand, the standard of pharma- 
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ceutical advertising has improved, especially 
since the last War, and largely due to the passing 
of legislation. Both the International Pharma- 
ceutical Federation and the International 
Pharmaceutical Industrial Group of the coun- 
tries of the European Economic Community 
have made efforts to enunciate principles which 
would protect the public. 


Health Services in Kenya 

In October 1960, Dr. J. D. Kershaw, Medical 
Officer of Health for Colchester, visited Kenya 
as a WHO consultant to report on the health 





Buttere health centre, Kenya. 


services there. An article in WHO Chronicle 
(1961, 15, 323) summarizes what he had to 
say. His main conclusion was that ‘there is no 
doubt that the health centre scheme as it is 
developing in Kenya is a major contribution to 
the solution of some exceedingly difficult prob- 
lems in health service provision in less developed 
countries’. The first health centre was opened 
in 1951 and now around 100 of the 300 centres 
and sub-centres envisaged are in operation. 
The typical centre comprises a suite of out- 
patient departments, antenatal, child-welfare, 
and other clinics, space for lectures and demon- 
strations, and accommodation for the staff. 
There are often two or three small wards for 
normal midwifery cases or patients staying a 
night or two for observation or on their way to 
the district hospital. The centres are controlled 
and managed by the African district councils, 
but are responsible to and directed by the district 


The health centre staff holding an open-air class in a village. 
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medical officer of health. The essential staff of 
the centre consists of a hospital assistant in 
general charge of the team, one or more dressers, 
a midwife or assistant midwife, an assistant 
health visitor, one or more health assistants, one 
or more drivers, and domestic staff. 

On several days each week, the team goes out 
to visit towns, markets and schools. During 
these visits the team gives a health talk to the 
people and holds clinic sessions, whilst the 
health visitor visits the homes of families about’ 
whom she is concerned, and the health assistant 
checks houses and shops as required. Finally 






the team holds a meeting with the town chair- 
man or headman to discuss the problems that 
have arisen in the clinic sessions and the action 
that should or can be taken. 


Expert Committee on Radiation 
WHO has convened an Expert Committee on 
Radiation to discuss ‘Radiation Hazards in 
Perspective’, which is to meet under the chair- 
manship of Lord Adrian. In an explanatory 
note WHO comments as follows: ‘No man-made 
threat has ever received such wide attention as 
atomic radiation. Differences of opinion ex- 
pressed by public leaders and scientists have 
created great confusion in the public mind and 
the distress caused by fear of radiation distracts 
attention from other hazards to health. Because 
of the hue and cry, public health authorities 
often find it difficult to see the problem of 
radiation hazard in its proper perspective, to 
(Continued on page A 18) 
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appraise radiation dangers in relation to other 
health dangers’. This new committee has been 
set up because it is felt that a careful considera- 
tion of the problem might provide valuable 
assistance to health authorities in developing a 
balanced view of the problem. 

Opening the first meeting of the Committee, 
Dr. Fred Grundy, Assistant Director-General 
of WHO, pointed out that the Committee would 
wish to compare what is known about the 
hazards of ionizing radiations with similar 
dangers inherent in specific chemicals, drugs and 
toxic substances that have been linked to cancer, 
leukzmia, and genetic mutations. He noted that 
the internal combustion engine is not only a 
cause of air pollution but induces habits that 
lead to heart disease, and he drew attention to 
the deleterious effects of ‘sophisticated’ foods, 
food additives and contaminants, as well as the 
hazards that depend on deliberate personal 
habits such as cigarette smoking and self- 
medication. 

In addition to comparing the effects of 
ionizing radiation used in industry, research and 
medicine with other man-made hazards which 
may result from the use of toxic substances in 
industry, in the pollution of air, water and food, 
the Committee has been asked to consider 
naturally occurring toxic materials such as lead, 
manganese, and nickel. 


Arteriosclerotic Heart Disease 

More than 40%, of the deaths in Canada and 
the-United States among men aged between 45 
and 64 can be attributed to arteriosclerotic and 
degenerative heart diseases, according to a 
statistical study published by WHO in its latest 
‘Epidemiological and Vital Statistics Report’, 
which lists death-rates from arteriosclerotic and 
degenerative heart diseases between 1956 and 
1959 in 24 countries of America, Asia, Europe 
and Oceania. In Japan and France the corre- 
sponding proportion is 7°, whilst in England 
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and Wales it is 27.3%. Among these 24 coun- 
tries, the highest death-rate due to these causes 
was among men aged 45 to 64 in the white 
population of the United States: 601.4 per 
100,000. The corresponding figure for England 
and Wales was 370.3, whilst for France and Japan 
it was 101.6 and 103.6 respectively. The figures 
published also confirm the well-known fact 
that men are more prone than women to be the 
victims of arteriosclerotic and degenerative 
heart disease. In the white population of the 
United States, aged 45 to 64, the death-rate 
due to this group of diseases is almost four times 
as much for men as for women, and 22.7% of 
the death-rate among women in the same age- 
group can be attributed to these conditions, 
compared with 40.6% for men. In England and 
Wales the corresponding proportions are 14.2% 
for women and 27.3°% for men, and in France 
the figures are 4% for women and 7%, for 
men. 


Hypertension and Ischemic Heart 
Disease 

Pus.ic health measures—as opposed to in- 
dividual action—in the prevention and control 
of hypertension and ischemic heart disease were 
on the agenda of the WHO Expert Committee 
on Hypertension and Ischemic Heart Disease 
held recently in Geneva. The opinions of 74 
scientists, covering 37 countries, had been 
sought by the Secretariat in preparation for this 
meeting, whose main tasks were: (1) to define 
stages at which preventive measures were prac- 
ticable, (2) to define these measures, (3) to 
recommend research points. The problem facing 
the Committee was a formidable one as these 
two diseases, in 1958, accounted for 15°, of all 
deaths in 26 areas of the world, among men and 
women in the 35 to 39 age range. Over this 
relatively early age, mortality is even higher: 
around 40%, for the 50 to 54 age-group for the 
same year in the same countries. 








ERGOAPIOL 


AMENORRHEA 
DYSMENORRHEA 
MENORRHAGIA 
MENOPAUSE 


Constituents :—- 

Ergot Praeparata B.P., Oil of Penny- 
royal, Apiol USP IX, Aloin B.P., Castor 
Oil q.s. 


(SMITH) 


To-day as for years, Ergoapiol (Smith) is an accepted 
medicament in combating, or helping to combat, those 
menstrual anomalies which may be traced to constitu- 
tional disturbances; atonicity of the reproductive organs; 
inflammatory conditions of the uterus or its appendages; 
mental emotion or exposure to the elements. 


SUPPLIES ARE IMMEDIATELY AVAILABLE 
Manufactured in England for 


MARTIN H. SMITH & CO., NEW YORK, U.S.A. 
Distributors: THOS. CHRISTY & Co., Ltd., Aldershot, Hants, England 
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~T the safe oral progestogen 


Tablets of 5 mg. allylestrenol in bottles of 30 and 100. 







Organon ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE ~- LANCASTER PLACE * LONDON, W.C.2 
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ACUTE OTITIS MEDIA SOFT TISSUE INFECTIONS a 
‘ 


DOSAGE: 


Children: Half to one 125 mg. tablet every 4-6 hours 
Adults : 125 mg. to 250 mg. every 4-S hours 


Ultrapen is available as 125 mg. and 250 mg. scored tablets} 
in bottles of 2O and 100 
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CO-PHENOXYPROPYL 


ALL THE ADVANTAGES OF 
OTHER ORAL PENICILLINS 
PLUS... 


Higher peak bicod levels and greater serum 
anti-bacterial activity 


Greater activity against streptococci 


Greater range of activity against staphylococci with 
less likelihood of the development of resistance 
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marketed in the United Kingdom by 


HARVEY PHARMACEUTICALS 
a department of Pfizer Ltd - Sandwich - Kent 


*+Trade Mark HM96/11181 | 
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DOBOOE 





Manufactured by: 


DARTON MANUFACTURING CO. LTD., 


DARTON, BARNSLEY, YORKS 
Tel.: Darton 688/9 Telex: 54157 





(1) Plastic foam ensuring close fit to 
face. (2) Oxygen delivered to close 
proximity of patient’s mouth or nose. 
(3) Swivelling inflow pipe reducing 
drag from cylinder tubing. (4) Trans- 
parent mask giving clear view of lips. 
(5) Tapered end to fit different bore 
tubing from cylinder. (6) Mask 
of small volume and maintaining its 
shape, producing an organised move- 
ment of gases and preventing forma- 
tion of dead space 

* Fully 

descriptive 

literature 

on request. 
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~ OXYGEN ECONOMY 


EFFICIENCY 
ECONOMY 
IN OXYGEN THERAPY 


WITH AN ENTIRELY 
NEW TYPE OF 
DISPOSABLE MASK 


Specially designed to enable 
the Practitioner to leave his 
patients confident that they 
will inhale oxygen in an 
effective dosage. 

Rate of flow of oxygen 
2 litres/minute only. This 
oxygenates the blood in all 
cases except where a shunt 
is present. No accumula- 
tion of carbon dioxide and 
controlled percentage of 
inspired oxygen. This is 
of extreme importance in 
respiratory failure, where CO, 
narcosis must be avoided. 
The MC Mask can oxy- 
genate the blood without in- 
creasing the level of CO.,. 
Transparent—lips can be 
seen. Disposable—can be 
used quickly and effectively 
by the ambulatory patient. 





The MC Mask re- 
duces oxygen con- 
sumption by at 
least 66", this 
means two-thirds 
less expenditure on 
oxygen cylinder 
hire and refill and 
gives 284 hours of 
controlled, effec- 
tive oxygen therapy 
from a 120 cu. ft. 
cylinder—with in- 
creased efficiency. 








MC Masks are individually 
packed in polythene bags con- 
taining full instructions and 
are available at quantity dis- 
counts or 3s. 6d singly. The 
improved efficiency and great 
economy in oxygen more 
than repay the slight extra 
initial cost. 


ale Oxygen mask 


Patent applied for 


Manufacturers of HOSPITAL POLYTHENE FILM SUPPLIES, INCLUDING MATTRESS COVERS, DRAW SHEETS, PILLOW 
COVERS, APRONS, THEATRE MACKINTOSHES, TROLLEY COVERS, PATIENTS’ OPERATING MACKINTOSHES 
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for comprehensive relief of bronchial asthma 


‘Asmac’ Tablets provide symptomatic relief of the 
bronchial tree both during actual dyspnoeic attacks of 
bronchial asthma, and during remissions. In a single 
prescription, ‘Asmac’ Tablets comprise well-estab- 
lished drugs recognized for their reliability to effect 
bronchodilatation, decongestion, expectoration, mental 
sedation. Thus, with ‘Asmac’ Tablets, treatment of 
the respiratory disturbances, and of the psychic factor 
| fecognized to precipitate them, can be carried out at 
| ne and the same time. 


FORMULA PER TABLET: 

Aminophylline B.P. . . . «. 150 mg. 
Ephedrine hydrochloride B.P. . 15 mg. 
Ipecacuanha liquid extract B.P. 0.02 ml. 
Allobarbitone B.P.C. . . . 30mg. 
Caffeine B.P. _ + © + « ee 
DOSAGE: Schedule 4A 


Adult single dose 1 tablet; up to 2 tablets in 
severe cases as ordered by the physician. 
Maximum dosage: 6 tablets in 24 hours. 
PRESENTATION AND BASIC N.H.S. PRICE: 
Pack of 50 Tablets 4/6 


A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, LONDON W.1, 











after 3 years of clinical experience 


AN ASSESSMENT OF ‘DISTAVAL’ 


- Without question the most significant property of ‘Distaval’- 
recognized since its early days-is its safety. This is impres- 
sively confirmed by more than eighty reported cases of gross 
overdosage. The record overdose reported so far in Great Britain 
is 6,500 mg. (unpublished), while in Europe a dose 14,400 mg. has 
been taken. All patients recovered uneventfully. 


Long-term clinical experience sometimes reveals certain short- 
comings which were not originally anticipated. With ‘Distaval’, 
however, remarkably few deficiencies have come to light during 
three years of intensive clinical use. Some cases of peripheral 
neuritis have been reported, usually in patients receiving 100 mg. 
or more daily. Clinical experience has shown that it arises only 
in a small percentage of cases and can be expected to resolve pro- 
vided the drug is withdrawn promptly on the onset of symptoms. 


‘Distaval’ has more than fulfilled its early promise as a truly 
versatile sedative and hypnotic. In the light of clinical experience 
its use has been confirmed far beyond the boundaries of general 
practice. It continues to be widely employed in psychiatry, 
geriatrics, paediatrics, neurology, premedication, obstetrics and 
dermatology. And (because of its low toxicity) ‘Distaval’ is 
favoured by many hospitals as the sedative and hypnotic for 
routine outpatient use. 





PRICES REDUCED 


‘DISTAVAL’ 25 mg. tablets have been reduced to 11d. 


‘DISTAVAL’ FORTE 100 mg. tablets are now only 2s. 5d. 
(Basic N.H.S. Cost of 12 tablets from a dispensing pack of 100) 


‘DISTAVAL’ SUSPENSION (50 mg. per 5 ml.) bottle of 60 ml. -3s. 0d. 





THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19 
Telephone: LiBerty 6600 Owners of the trade mark ‘Distaval’ 
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- (Thalidomide) 


the safe non-barbituric 


sedative and hypnotic © 
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fast long-acting penicillin tablets 


66 
effective, convenient & inexpensive penicillin 


therapy consists, quite simply, of one 
*Falapen’ tablet every twelve hours at a 


total daily cost of less than 1s. 2d. 





May we send you a copy of our Standard 
Publication on ‘Falapen’? It contains 


much more information than can be 





put into a journal advertisement. 


DUNCAN FLOCKHART OF EDINBURGH 


The Doctors’ House 





DUNCAN, FLOCKHART & CO. LTD. EDINBURGH 11 
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OLBUTAMIDE B.P. 


“the safest drug 
since the introduction 
of coffee”’ 


Brit. J. Clin. Pract., 1961, 15, 41 





and highly effective 

in the oral treatment 

of diabetes, especially when 

the condition is discovered : 


in middle age 


HOECHST PHARMACEUTICALS LIMITED, SLOUGH 
Sole distributors in the U.K.: 
HORLICKS LIMITED, SLOUGH, BUCKS 





COUGH 
RELIEF 





PHOLT 


up to ten hours relief 
from one teaspoonful 
through ion-exchange release 


hours of relief from one dose 

because Pholtex contains pholcodine and pheny/tolox- 
amine as ion-exchange resin complexes to give smooth 
and prolonged effect — up to ten hours in many cases. 


more complete relief of unproductive cough 
because the cough depressant action of pholcodine is 


potentiated and reinforced by the antihistaminic and 
antispasmodic activity of phenyltoloxamine. 


economy of treatment 
because a 2 oz. bottle of Pholtex contains sixteen doses 


—enough for one week's treatment for as little as 8d a 
day (basic NHS cost). 


lea: registered trade mark 


RIKER LABORATORIES . LOUGHBOROUGH . LEICESTERSHIRE 


DIVISION OF VANTOREX LIMITED 
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GENERAL | 
PRACTICE PROVES BROXIL 
THE MOST EFFECTIVE 
ORAL PENICILLIN 


AVAILABLE IN TABLET AND SYRUP FORM 





Broxil is a product of British Research at the sae 
BEECHAM RESEARCH LABORATORIES « \~ 
LTD., Brentford, England. Tel: ISLeworth 4111 ##* Pe 
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Panadolis the safe, ‘no-gastricrisk’ 
analgesic for all your patients. Its PANADO L 
increasing use permits production regd, 
economies. Thus, for the second the economical SAFE 


time within a year, the basic NHS | ° 
cost of Panadol is being reduced: ana gesic 
to 3/84d for 50 tablets, W-acety!-p-aminophenol 0.5 G. 


BAYER PRODUCTS : Division of Winthrop Group Ltd - Winthrop House « Surbiton-upon-Thames - Surrey 











® announcing a new 
preparation for mouth | 
and throat infections 


STACI 


BACTERICIDAL 
AND 
ANTIMYCOTIC 
CHEWING GUM 


Pristacin contains cetyl pyridinium 
chloride 4 mg. and sodium propionate 10 
mg. in a chewing gum base that is care- 
fully flavoured for high acceptability. The 
packet of 12 pieces costs 1/8d.—basic NHS 
price—and the recommended dose is 3 to 
4 pieces a day, each piece to be chewed 
for as long as possible. 











PRISTACIN BATHES THE THROAT 
IN A BACTERICIDAL AND 
ANTIMYCOTIC SOLUTION 


PRISTACIN PROMOTES PHYSIOLOGICAL HEALING 
increases salivation—the natural way of 
keeping mouth and teeth clean and 
healthy, and reducing inflammation. 








CHILDREN, ESPECIALLY, WILL LIKE PRISTACIN 


Samples and literature mav be obtained from HORLICKS LIMITED, | Phar 
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in skin disease 


‘HYDRODERWM’ continues to be the most widely 
prescribed steroid-antibiotic ointment in gen- 
eral practice. In the treatment of inflammatory 
skin lesions, complicated by the threat, or 
presence, of bacterial infection, ‘HYDRODERM’ 
combines hydrocortisone with two topically 
effective antibiotics, neomycin and bacitracin. 


‘HYDRODERWM’ has been reduced in price and is 
more economical in use than other preparations. 
The United Kingdom N.H.S. basic costs are: 
4s. 3d. per 5G. tube; 10s. 6d. per 15G. tube. 


HYDRODERM 


HYDROCORTISONE-NEOMYCIN-BACITRACIN OINTMENT 


Made in England by 
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MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS &D 
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CRYSTAMYCIN 


Because its two antibiotic components frequently have a 
synergistic effect, providing an intensive bactericidal attack 
beyond the scope of either substance used alone. The 
penicillin in Crystamycin is in the soluble sodium form 
to exert a _ swift bactericidal effect. Streptomycin has 
been selected for its decisive effect on gram-negative 
organisms. And finally Crystamycin is_ surprisingly 
low in cost. Effectiveness plus economy — reasons why 


Crystamycin... 
le j 
is so often chosen to put 


a swift end to bacteria 
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parenteral | - 
iron is in 
indicated 
in general 
iron 
deficiency... 
IMFERON 


Presentation 


2 ml. ampoules (100 mg. Fe) 
boxes 10 and 100 


5 ml. ampoules (250 mg. Fe) U - 
boxes 5 and 50 
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INTRAMUSCULAR IRON 


Calculated iron intake, calculated response 
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In 

chronic 
bronchitis 
LEDERMYCIN 


DEMETHYLCHLORTETRACYCLINE *REGD. TRADEMARK 





serves the 
physician best 


Faster relief through higher 
unfluctuating activity levels 


Antibacterial: coverage for up 
to 48 hours after the last dose 
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iti is for your 
patient$ to remove 





Not only may Tampax be readily inserted without orificial 
stress or irksome effort (by virtue of its compression, and its 


individual one-time applicator) . . . but removal may be 
Please note also— effected daintily, with complete assurance of freedom from 
How easy it is for your any necessity for “‘probing”’. 
patients to insert. Only Tampax (of all menstrual tampons) gives your patient 


the confidence engendered by the knowledge that central 
stitching completely precludes any possibility of disintegra- 
tion in situ. Moreover, the moisture-proof cord (by which the 


How flat Tampax expands 
to fit the vaginal canal. 





How gentle its contact with tampon may be so gently withdrawn) is actually an insepar- 
the vaginal epithelium. able extension of that stitching. Trea‘ 
How positive its wick action To the patient, these features (incorporated in Tampax in a day 
in absorbing the flux. its original design by a doctor) are as important as is the and ¢ 
ae superior absorbency of its surgical cotton . . . its positive 
How well it is adapted to —_ igs y e P Stage 
wick action” that prevents any blocking of the flow. . . and ditior 


ae 
individual needs. its comfort and convenience in use. 


To the Medical Profession, these important details testify 
to its hygienic superiority for internal menstrual protection. 


reliey 





Professional samples and literature will gladly be supplied by 
Medical Department, Tampax Limited, Havant, Hants. 





Tampax provides better physical management of menstrual hygiene 
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A ritual dance of 
tribesmen to drive out 
evil spirits believed to 

cause affliction and 
disease. 
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For amoebiasis the choice today is | 


Furamide 


Treatment is simple. One tablet 3 times | ‘Furamide is the most promising of the new synthetic 
. . . amebicides.’* | 
3 day for 10 days is all that be required, Furamide is completely non-toxic. Side-effects apart 
and cure rates of 70—80%, in the acute | from occasional flatulence have not been reported and 
stage and 90—100°, in the chronic con- it is eminently suitable for the ambulant patient as no 
sie: I injections, special diet or enemas are required. Furamide 
dition may be expected. Symptoms are provides the most effective, trouble-free treatment of 
relieved within a few days. intestinal ameebiasis available at the present time. 
y *( Postgraduate Medical Journal, 1960, 36, 638.) 





Furamide tablets each contain 0.5G Entamide (diloxanide) furoate and are supplied in con- 
SDP tainers of 15 and 250. Furamide is a product of Boots Research 
: Available through the Associate 
Companies and Accredited Agents or through the 
reeiSat international Division: BOOTS PURE DRUG COMPANY LTD - Nottingham England 
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Conovid 


Safety and effectiveness 
The vital question of safety has been thoroughly investigated 
and clinical trials during the last six years he ‘e shown that 
(a) Subsequent pregnancies have been normal and the child 
born have been healthy; (b) The course of pregnancy where 
conception has already occurred has not been affected by 
Conovid; (c) There has been no evidence of any dangerous 
long term side effects) with vonovid; (d) There is no tenden¢ 
to abortion nor to androgeni@side effects as reported with 
some progestins. § | Aa 

The effectiveness of Conovi@gandisputable. Studies over 
last six years involving 30,000 les\of experience have show 
that ‘The Pill’ provides a degré ontraception never 
previously achieved. : ' 





Conovid 


oral contraceptive 


the responsible answer to a 
universal problem 


G D Searle & Co Ltd High Wycombe Bucks 
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D ALM AS FOR YOUR PATIENTS 


LESTREFLEX BANDAGE: 


Suitable for prescribing on 
Form E.C.10 in the treatment 
of ulcerated legs. Continuous 
even pressure disperses 
swelling, flattens varicose veins 
and reduces size of ulcer. 


DALZOBAND ZING PASTE 
BANDAGE: 

With five different 
medications. For direct 
application to the ulcer or 
affected parts. Usually 
supported with a Lestreflex 
bandage for compression 
therapy. Booklet describing 
treatment, entitled “‘The 
Ambulatory Treatment of 
Affections of the Legs” 
available on application. 


Dalmas Dumb Bell Sutures for minor 
injuries. 


Doctors Cabinet: 

Contains Dalmas Waterproof Dressings 
for surgery use. Assorted shapes 

and sizes to meet all common needs. 


Dalzo Zinc Oxide Plaster—-a fully antiseptic 
plaster in white or flesh-pink cotton cloth, 
or flesh-coloured rayon water-repellent 
material. Spooled in a wide range of lengths 
and widths. 


The consistent quality of Dalmas products makes them the safe 
choice in surgeries and hospitals. 


DALMAS Lil Geet cL eS SrecE?y. SeicesTeER. 








Scheriproc 


SCH ERIN G BeeEPSBAERLIN 


\ 







haemorrhoid4 
proctitis 


pruritus | 
ani and vulv 


anal fissures 


Suppositories and ointment 
containing 
prednisolone, 
hexachlorophane, 
dibucaine/hydrochloride, 
clemzole undecylenate. 


Basic N.H.S. prices:- 
6 suppositories 4/- 

10g. ointment VAE | 
exempt from P.T. 
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£C.1. 
introduce two 
fee new and better 

corticosteroids 





UNIQUE BACKGROUND of experience has 
A enabled the Syntex Corporation to pro- 
duce steroids designed chemically to achieve 
specific pharmacological objects. I.C.I. selected 
‘Metilar’ and ‘Synalar’ for clinical trials because 
they exhibit outstanding anti-inflammatory 
properties with minimum side-effects. ‘Synalar’ 


in particular shows unusual speed of action 


and therapeutic effectiveness. 


SIAR Sy 
See ONG 


N SIRES 
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— “SYNALAR’ oopica 


Fluocinolone acetonide TRADE MARK 


* rapidity of therapeutic effect 
more than forty times as effective as local hydrocortisone 

* achieves success when other corticosteroids fail 

\ ° safe to use over long periods without systemic effects 
PRESENTATION All preparations contain 0.025%, of ‘Synalar’ 
‘Synalar’ Cream—tubes of 5 and !5 grammes. 

| ‘Synalar’ Ointment—tubes of 5 and 15 grammes. 

‘Synalar’ Lotion—polythene dropper bottle of 20 ml. 

Basic Health Service prices: Cream & Ointment 5 g.—4/-, 


15 g.—10/- each; Lotion 20 ml.—12/6 each. vig 
‘METILAR’ 
(Systemic) 
Paramethasone acetate TRADE MARK 


* enhanced anti-inflammatory potency 
* minimum incidence of side-effects 

* low dose readily adjustable to individual needs 

PRESENTATION ; 

Tablets of | mg. and 2 mg. in packs of 25, 100 and 500. <i 





BASIC HEALTH SERVICE PRICES 


I mg. 2 mg. 
D5 ecnnnmaneenen 10/8 20/- 
1 40/- 76/- a 
500 189/4  360/- = 


=_ PRODUCTS OF THE SYNTEX CORPORATION 


MADE IN GREAT BRITAIN BY IMPERIAL CHEMICAL INDUSTRIES LIMITED 
PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 


PH.168 
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a fresh start in 


TOPICAL 
steroid therapy 


Betnesol 


one name 
| one strength 
one maker 























eT 





Betnesol is the name given to a new range of topical steroid 
preparations developed by Glaxo. They are complementary to 
Betnelan (betamethasone alcohol), the anti-inflammatory steroid 
recently introduced for systemic use. Betnesol (betamethasone 
phosphate) preparations are soluble, effective in low concentrations 


and have low basic NHS Costs. Here are the details: 





BETNESOL EYE and EAR DROPS 5m! vial 
Clear solution —no particles to cause irritation 


BETNESOL EYE OINTMENT ¢ gram tube 

Bland ointment with more prolonged effect than eye drops 
BETNESOL OINTMENT 5 and 15 gram tubes 

Greasy base —- often preferred for dry lesions 

BETNESOL CREAM 5 and 15 gram tubes 

Non-greasy base for wet lesions 

BETNESOL LOTION 20 m1 bottle 

Economical for applying to large areas 

BETNESOL SPRAY 30 mi aerosol 

For ‘no-touch’ treatment 


There is an equivalent range of Betnesol-N preparations each containing 
neomycin. 


Also available : B-Corlan pellets, a palatable treatment for mouth ulcers. 





The Betnesol range offers the simplest answer to the topical steroid 
dilemma of which steroid, which name, which strength, which 
maker. Now only one name need be remembered — Betnesol — and 
each preparation has only one strength, usually 0:1%. 

There is only one maker—Glaxo, a British company making 
Betnesol by a British process which uses sisal from the sterling 


area as starting material. 


The name Betnesol is a Glaro trade mark. 


_(\ ail blazers in British corticosteroid development 
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When 
aspirin is better 
is because it is 
indicated more... 


>O\, La 
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PALATABLE © 





RAPIDLY 
EFFECTIVE 





A COMBINATION OF ADVANTAGES AS if Lr 


REGD. 








NO OTHER ANALGESIC OFFERS SUCH | iN I (| t || 
PE U LL 


etic acid (glycine) § grains. 


meni Each Paynocil tablet contains acetylsalicylic acid 10 grains and aminoa' 
yas PAYNOCIL is a product of BEECHAM RESEARCH 
PALS LABORATORIES LTD., Brentford, England 
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when 

a ‘wait’ 
becomes 

a ‘congestion’ 


You’re never alone with a virus! 
When ‘cold spell’ viruses mount 
their massive winter attack, 
soothe away upper respiratory 
tract congestion with KARVOL— 
today’s simplest, most effective 
decongestant. It is easily 
expressed into hot water or on 
to handkerchief, pyjamas or 
pillow without fear of staining. 
The handy, one dose KARVOL 
capsules fit easily into pocket 
or handbag... provide instant 
relief anywhere, night or day. 


In containers of 10 capsules. 

Each capsule contains: 

Menthol 7.9% Chlorbutol 6.6% 

Oil of Cinnamon 2.7% Oil of Pine 18.8% 
Terpineol 14.8% Chlorothymol 0.7% 
Basic NHS cost: 10 capsules 104d. 


KARVOL 


INHALANT CAPSULES 





THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 












is there a 
DROXALIN 
im the 


house? 


Medical Conference, crowded agenda, 
pleasant re-unions. Exhausting per- 
haps, but worth the effort. A testing time, 
nevertheless, even for a Doctor’s digestion. 

Late afternoon lectures often are the 
scene of gastric “‘moments of truth” which 
can produce a diminution of interest in the 
proceedings. It is then the whispered 
question passes, “Is there a Droxalin in the 
House?”’. 

From a hidden pocket someone will 
usually produce ‘2 tabs., Droxalin’’. 
Whether the trouble be hyperacidity or 
gastric ulcer, relief is speedy. 

Apart from their efficacy, Droxalin 
tablets are easy to chew and have so pleas- 
ant a taste that Doctors are using them 
increasingly both in practice and in 
their homes. They even write to tell us 
about them and opposite are some typical 
extracts from their letters: 
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“I myself suffer from a Duodenal Ulcer 
and obtain instant relief from abdominal 
discomfor ‘y sucking one of your Droxalin 


Tablets’. 
L.R.C.P., L.R.C.S., L.R.F.P.S. 


“Droxalin gives rapid relief to abdominal 
pain and discomfort due to Hyperchlor- 
hydria and Peptic Ulcer’. 
M.B., Ch.B., M.R.C.S., L.R.C.P. 


“An excellent Tablet for indigestion and 
in particular for the indigestion of 


Pregnancy’’. 2. 62. 0A 
.B., B.S., D.A. 


“I often have acute Dyspepsia and find it 
necessary to keep Droxalin by my bedside’’. 
M.B., 8.S., F.R.C.S., L.R.C.P. 


ACTIVE INGREDIENTS 
Dried Aluminium Hydroxide Gel. 8.P. 2.5 grains. 
Magnesium Trisilicate B.P. 2.5 grains. 


PACKING AND PRICE 

Droxalin Tablets are hygienically packed in film strips 
of 6, in cartons of 30 and dispensing packs of 500. 
Prescribable on E.C.10. N.H.S. cost 2/2d. for 50 tablets. 


DROXALIN 


TABLETS 


REGO. 


ACID ADSORBENT 
Speed of action plus palatability 


PHILLIPS, SCOTT & TURNER 


« SURBITON - SURREY 

















eos 
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MODERATE TO SEVERE HYPERTENSION 





















DECASERPYL PLUS 





NO DEPRESSION OR 
INTELLECTUAL IMPAIRMENT 


Each tablet contains: 
Decaserpy] (Methoserpidine) 10 mg. 
Benzthiazide 20 mg. 


LONDON NW1O 


' LADbroke 661! 
One tablet three times a day 
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timed-release 
tablets 
improved-flavour 
suspension 













Vf Gg |4 


relieve the total cold syndrome-ORALLY 


‘TRIOTUSSIC’ PROVIDES— 
O non-addictive cough suppression and bronchodilatation 
O nasal decongestion, relief of rhinorrhoea without “ rebound” 





O analgesia and antipyresis without gastric intolerance 
O expectoration to increase respiratory lubrication 
O the known anti-allergic advantages of ‘ Triominic’ 


PACKS : Tablets: 50’s and 250’s. 
Basic N.H.S. Price (including 
P.T.) for 50(8 days’ treatment)is 
6/104. Suspension: bottlesof 4and 
20 fi. oz. Basic N.H.S. Price (in- Literature and sample on signed request of physicians only. 
cluding P.T.) is 6/5d. for 4fi. oz. M425 A.WANDER LTD, 42 UPPER GROSVENOR ST., LONDON W.1 
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THE NEW INTRAMUSCULAR IRON 


JECTOFE 
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safe 
intramuscular 
iron 


SAFE Jectofer is a sterile and neutral solution which does not produce 
prolonged local irritation.*’ 

There is no evidence of any carcinogenicity.* 

DEPENDABLE Each 2 mi ampoule of Jectofer contains 100 mg iron in a 
form from which it is readily released, and very rapidly absorbed and utilized. 
Rise in Hb levels is rapid and reliable. 

PRACTICAL Jectofer does not cause skin staining* and it can be injected 
at once; no test dose is required. 

*‘Clinical investigations on a new intramuscular haematinic’. 

Brit. med. J., 2, 275. 

2 ml ampoules containing 100 mg Iron, in boxes of 5, 10 and 50. 





ASTRA-HEWLETT LTD, WATFORD, HERTS 


* registered trade mark AP ir 
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- Cut down the 
bronchitis peak 
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1 nost RAPID, MOST EFFECTIVE ANTACID 


GLYMAXIL 


A Clear Palatable Liquid Antacid With Instant Buffering Action 
And Exceptional Neutralising Power. 

GLYMAXIL represents a new approach to antacid therapy: it is unique both in 
performance and presentation. 

GLY MAXIL ensures rapid relief from pain by its exceptional neutralising power and 
' instantaneous buffering action. It controls the pH within the safe zone range of 3-5. 
Pepstn activity is reduced but not completely inhibited. 

GLY MAAXIL is so palatable it remains acceptable to the patient even after prolonged 
treatment. 

GLY MAXIL is neither constipating nor relaxing. 

Each teaspoonful (4ml) of Glymaxil contains 1.6 G. sodium gluconatodihydroxo- 
aluminate III. 











BEECHAM RESEARCH LABORATORIES LTD. he 
GLYMAXIL is ® product of Brentford - England - Tel: !SLeworth 4111 oS 
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———=Early mixed feeding 


Babies appreciate variety in their meals from an 
early age and readily take to solid foods, provided 
that these are suitably minced, sieved or creamed. 
Vegetables, meat, fish, cheese, eggs, custard, 
jelly and fruit may be included in the diet. 
Marmite yeast extract is particularly suitable for 
incorporation in the diet of babies and young 
children. They enjoy its pleasant flavour and it 
is easily introduced in the form of Marmite gravy 
which is poured over minced meat and pureed 
vegetables. Moreover, it supplies the B, vitamins 
which are essential for health. 


MARMITE= = 


yeast extract 




















MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON,  €E.C.3. 
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rod os OA Itis well known that some unsaturated | EF I 

Te ae sal fatty acide -sme U 
. fatty acids — the essential fatty acids DEFICIENCY} 
i VARICOSE » as they are called —are necessary to 5 CHRONIC . 
; ULCERS ; preserve the integrity of the skin. : FURUNCULOSIS | 
1 e ! Work in another connection—on ! @ 
1 WOUNDS AND 1 | len 1  ECZEMAS | 
, FISSURES 1 hypercholesterolaemia—- has demon- 5 ® ‘ 

a ‘ ° ° 

' . ! strated that dietetic deficiences of : Often helpful in : 
,  BEDSORES | essential fatty acids do exist. 1 _ PSORIASIS! 
Leawew ewe ee i as = ee ae ee 


Presentations: Ointment 20z., 180z. (once or twice daily), Capsules 20, 90, 500 (once 
Literature on request daily on rising), liquid 2 drm. (for infants three to six drops daily). 


INTERNATIONAL LABORATORIES LTD, Dept. P.R.5, 205 Hook Road, Chessington, Surrey 
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Dosu ifi n° Gei 3 times a day control of Upper 
gy Respiratory Tract infections with Dosulfin 


Therapeutically effective Dosulfin 
| blood levels achieved within 2 hours 
of initial administration. 


Se le 


Tablets of 0.75 G containing equal parts 


s , of Sulphaproxyline and Sulphamerazine. 
\ Also available in the form of a | 
I 10% Suspension in Syrup. 
I 
1 ; Adult Dosage Morning Mid-day Evening 
, No. of tablets 
~ e ist day 2 1 1 
2nd day 1 1 1 
(once deny 3rd day 1 1 1 
4th day onwards 1 ~ 1 
irrey 


Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23. euwe 
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CONSTANTLY AHEAD 


fight against ASTH 


RYBAR experience tells! The Rybar treatments for asthma are the most 
frequently prescribed. Continuous research cannot improve the original 
formula. Rybarvin remains the most reliable and effective treatment. 
RYBARVIN INHALANT brings instant relief from bronchial spasm. 
Attacks are shortened and their frequency reduced. It is equally 
suitable for children. Non-irritant—free from excess acid— 
non-habit-forming. 








| RYBAR INHALER RYBARVIN FORMULA 
has been specially de- Pituitary Extract. Posterior 
signed for aerosol Lobe... see nee 020% wiv 
therapy. Statateeatnst smeens ws 014% wiv 


Papaverine Hydrochloride ... 0:08% wiv 
poy Bs cog Adrenaline one ove oo 040% wiv 





rescribed on Ethy! Para-aminobenzoate «. 020% wiv 
-H.S. Form E.C.10 








Samples and details of trial 
outfits forwarded on request. 






\BORATORIES LTD. 





TANKERTON «- KENT 











... do you recommend an 
external wedge on the shoesP 


But the wedges soon wear away; | 
and very often the child is made 

to feel self-conscious becausehis | f 
shoes look different from other — 
children's. As the diagram on the 

left clearly shows, any external 
wedge to heel disturbs the plane 

of forepart and heel. Surely it's 
more logical to have a wedge 
built-in between the inner and the | 
outer sole—where it can correctly 
corset the foot, remain invisible, 
and completely unaffected by 
wear or repair of the shoe. That 

is how Start-rite INNERAZE 
shoes are made—on remedial 
lasts specially adapted to accom- 
modate the internal wedge. That 

is why they are the only practical 
and thoroughly effective solution 

to this problem. 








WRONG METHOD RIGHT METHOD 

ANY SHOE with qiorned wedge INNERAZE keeps sole 

any external wedge to heel i " and — in A ‘fect 
3 plane of | — Ly and heel. 






, — wT 






Information from 
Mr. W. J. Peake, depentoeneen ih, 


INNERAZE INVISIBLE-WEDGE SHOES Crome Road, Norwich. NOR 0 


BY START-RITE (who make the finest children’s shoes of all types) 
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hlorthalidone 


Long-Acting Oral Diuretic 
Concent of Diuretic Therapy 


Prolonged action with gentle 


removal of oedema 
Continuing control of 
oedema eliminating abrupt 
diuretic episodes 
Avoidance of the 
physiological and 
psychological stress of the 
rebound phenomenon 
Balanced action minimizing 
electrolyte imbalance 


Patient acceptability 
Facilitation of nursing 
routine at home or in 
hospital — 

Minimal side-effects 


ygroton 1s available as tablets each Ge 


containing 100 mg !-oxa-3(3'sulphamoyt Wythenshawe Manchester, 23 


4’-chlorophenyl)-3-hydroxy-isomdoline 
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For digestive 
disorders 


PHOS 


Trade Mark 


aluminium phosphate 
tablets and gel 





“Aluminium phosphate produced 
more rapid, marked radiographic 
improvement and cure in a much 
higher percentage than did the 
usual ulcer regimen, with or 
without aluminium hydroxide. 

It produced prompt relief of 

ulcer pain, had an excellent effect 
on appetite and return of strength 
and was much less constipating 

| than aluminium hydroxide.” * 


* Amer. J. Digestive Dia. 1945. 12, 65 
Basic N.H.S. cost of 50 tablets—2/- 


465 inches of filing 
or 3,720 N.H.S. WALLETS at 


8 wallets per inch in the = |—— 








AMERSON MODEL 5457 Cabinet 
THE 


Expertly designed for maximum capacity NUFFIELD 


within a compact unit, this cabinet is 
functionally conceived to house your 

N.H.S. forms, in particular forms ECS FOUNDATION 
and EC6. Each one of the five drawers is 
partitioned to hold four rows of records. Medical Fellowships 


In best quality steel, stove enamelled in As part of its programme for the advancement 
a variety of colours and finishes. of health, the Nuffield Foundation is prepared 

to award a number of fellowships to men and 
women of the United Kingdom highly qualified 
in Medicine, usually between the ages of 25 
and 35, who wish to train further for teaching 
and research appointments in any branch of 
medicine. 


Applications for awards in 1962, which must 
first be endorsed by the executive authority 
of a university medical school in the United 
P ‘ ‘. y Kingdom, must be received by the Foundation 
For further information, please write to: net tater chen tet Pebrucey 1962. 


A M E R Ss oO N L ] M i] T E D The conditions of these fellowships and the 


application forms are obtainable frem the 
th . Director, The Nuffield Foundation, Nuffield 
Mi m Road, Mina Road, Bristol 2 Lodge, Regent’s Park, London, N.W.1. 


Telephone: Bristol 57748 L. FARRER-BROWN 
Also available from leading Surgical Instru- Director of the Nuffield Foundation 
ment and Office Equipment suppliers. 
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| The specific 
—_— thymoleptic 
| ~ | for the treatment 
das of depression 





r henshawe, Manchester 23 













THE PRACTITIONER 














Only real Quality 


deserves lasting friendship. Our health resorts have made real 
friends over the last 2000 years. The modern form of holiday is a 
course of mineral waters, supervised by a doctor. Two hundred 
German health resorts and spas, from the Alps to the sea can 
preserve those most precious possessions in life, health and energy. 


A Spa will add years 
to your life 


Information and prospectus on the German Spas, are gladly offered 
without charge by the German Tourist Information Bureau, 
6 Vigo Street, Regent Street, London, W.! Tel.: Reg 2600 or the 
Deutscher Baderverband, Bonn, Poppelsdorfer Allee, 27 








For digestive 
disorders 


THE Nepenthe holds pride of place 

among the a pen of 

Opium produced over the last 

SAFEST 100 years. Containing all the 
constituents of Opium, it does 

AND BEST not cause the usual unpleasant 


after-effects, and is consistently 

eeniened effective over rome —- 
ini At the request of many doctors, 
aluminium phosphate PREPARATION Sapanthe ben been produced asa 
sterile solution for parenteral in- 


tablets and gel OF jection, and both oral and sterile 


solutions — ley en 
sons | mplete confidence. Packed in 2, 
“Aluminium phosphate produced | OPIUM rg Sond 16 ox, bottles and te 
more rapid, marked radiographic | cern od Clary ge 
improvement and cure in a much 


higher percentage than did the 




















usual ulcer regimen, with or FERRIS & CO LTD. BRISTOL 
without aluminium hydroxide. PA Telephone 51 ¢ 

It produced prompt relief of 

ulcer pain, had an excellent effect TONALIX 

on appetite and return of strength SEDRESOL OINTMENT 

and was much less constipating SYRUP 

than aluminium hydroxide.” * PECTORALIS RUB 
© Amer. J. Digestive iis. 1945. 12, 65 

Basic N.H.S. cost of 50 tablets—2I- ! 
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Eventin «Knolls is |-B-cyclohexylisopropylmethylamine 
Each dragée contains 0,025 g of the hydrochloride 
F 
! 
Fer the supportive treatment 





of obesity 


Eventin “Knoll” 
i 20 dragées 
100 dragées 


- Prescribable on N.H.S. 


RENE cca 
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KNOLL LIMITED 
Victoria Way 

Burgess Hill 

Sussex 
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Harmless Ro® JNever-icmDylolaceelal 
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| i 4 For delicate digestions... 


Robertson’s 


seedless preserves 


Many doctors and dieticians recommend 
Robertson's seedless preserves in gastro- 
intestinal disorders. Being entirely pure, 
with no pips, skins, shreds or stones, they 
provide a palatable addition to the diet, with- 
out irritating or over-stimulating the diges- 
tive juices. Fastidious or convalescent child- 
ren, and old people unable to digest ‘pippy’ 
jams, also enjoy these easily swallowed, full- 
flavoured preserves. There are six varieties: 
Bramble Seedless, Blackcurrant Seedless, 
Raspberry Seedless, Redcurrant Seedless, 
Apple Jelly and Shredless Orange Marmalade 





fl 7 ¢ honestly made honestly better 


wrs—279 














U.S.A. Ulcer pain? 


New Britain General Hospital 
New Britain 




















Connecticut | 
Aluphos is a trade mark 
approved rotating internships, 328 |} 
bed general hospital, with approved | | 
residencies in pathology, medicine, Agreeable basic 
| surgery, and ob-gyn. Postgraduate therapy by Benger 
| teaching programme affiliated with for all peptic | 
Yale University School of Medicine. ulceration. Does not 
Salary $240 a month with main- cause alkalosis, 
tenance, $60 additional in place of maintains vitamin 
food. Free apartment for married and phosphorus | 
interns. Additional $300 for travel absorption. 
expense. ECFMG certification re- Packet of 50 tablets, 
quired. Located halfway between bs 
Sues and Maw York. Anoly basic N.H.S. price 2/-. 
Director of Medical Education. 
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| spotlight - 
| ona 
nuisance 





By his endless coughing he completely 
sabotages the enjoyment of everyone around him. 
It is for him and indeed for all sufferers 
from the useless unproductive cough however caused 
that BROMODEINE is indicated. 
The bromoform and pholcodine have an antispasmodic, 
sedative effect, while congestion and irritation 
| in the chest and throat are relieved 
by extracts of wild cherry, senega and krameria. 
| BROMODEINE is suitable for adults, 
| children and cinemagoers of allages. 


FORMULA: Bromoform B.P.C., 0:85%, 

pholcodine B.P.C., 0-05%, 

krameria B.P.C., (1954), prunus serotina B.P.C., 
senega B.P.C., as liquid extracts each of 1-14‘ 
Packings: 2 02, 4 0z, and 16 oz bottles. 

Basic N.H.S. cost 11d per fl. oz, as dispensed. 


Bromodeine removes irritation 


TRADE MARE 


8) THE CROOKES LABORATORIES LIMITED PARK ROYAL LONDON NW10 
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SILBEPHYLLINE 


DIHYDROXYPROPYL-THEOPHYLLINE 
AN IMPROVED THEOPHYLLINE THERAPY 






SILBEPHYLLINE 


introduces 
several important 











advances over 
conventional 

aminophylline 
therapy: 






ADVANTAGES: 


Intramuscular injections are PAINLESS. 







Tablets do NOT produce nausea or gastric irritation. 






Suppositories do NOT give rise to proctitis. 







ow 
SILBEPHYLLINE ° INDICATIONS: 

7 Left ventricular failure. 
is a derivative of theophylline Congestive cardiac failure. 
which has a therapeutic . Bronchial esthme. 
activity comparable with PACKINGS: 
aminophylline but without 

° Ampoules: boxes of 6 and SO. 

unpleasant side effects. Suppositories. boxes of 6 and 50. 





Tablets: packs of 24 and 100. 
Samples and literature available on request 
SILTEN LTD SILTEN HOUSE 


renee 


HATFIELD - HERTS Hatfield 3012 
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ONE DEPRESSED PATIENT 


can present 


TWO MANAGEMENT PROBLEMS... 


control of depression 


_ ———— “Terese! °°» 





control of anxiety and tension 


ONE ANTIDEPRESSANT AGENT 


TRYPTIZOL 


AMITRIPTYLINE HYDROCHLORIDE Trademark 





offers... 


effective treatment of depression 





prompt relief of 
accompanying anxiety and tension 





Unlike the CNS stimulant-tranquilliser combinations, which may 
aggravate the anxiety or deepen the depression, ‘Tryptizol’ is 

A SINGLE COMPOUND WHICH TREATS THE DEPRESSION WHILE 
SPECIFICALLY CONTROLLING ANY ASSOCIATED ANXIETY AND 
TENSION. ‘Tryptizol’ is clearly the new standard in antidepressant therapy. 


‘Tryptizol’ is supplied as tablets, 10mg. and 25mg., and as ‘Tryptizol’ 
Injection. Full information is available on request, including references 
and abstracts of published papers. 


Made in England by 


Qo) MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Rheumatoid 
Arthritis 








robably no drug offers better hope of attacking the 
fundamental disease process of rheumatoid arthritis 
than Plaquenil. 

But ...In the administration of Plaquenil, the role of 
the doctor can be as important as that of the drug. 


Firstly, he must win his patient to an understanding that Plaquenil 
is a long-term treatment. Time and patience are necessary before 
beneficial results can be enjoyed. The patient must be told that a 
saturation period is necessary for the drug to accumulate in the tissues 
before the disease process is arrested. This can vary from as little as 
four weeks to several months. 

Secondly, he must be prepared to support Plaquenil therapy, if necessary, 
by the use of analgesics, steroids and other anti-inflammatory agents 
to give symptomatic relief of pain and inflammation, particularly when 
flare-ups occur. 

Used in this way in combined therapy, and with an understanding of 
its cumulative action, Plaquenil can be prescribed with the expectation 
of marked improvement in some 70% of cases. It is likely to produce 
fewer toxic side-effects than any other major anti-rheumatoid drug. 


‘‘When effectiveness and absence of toxicity are both taken 


into consideration, then p LA T E N 1 
0 Regd 


for the routine long-term 
hydroxychloroquine sulphate 

























treatment of rheumatoid 
arthritis Plaquenil 
appears to be the drug 













of choice’. fundamental therapy 
Canad. M.A.J. 82::1167 in rheumatoid arthritis 
venned Basic NHS 






cost of average week's treatment (mainten- 
ance dosage 2 tablets daily) : 6/4d. 







BAYER PRODUCTS 
Division of Winthrop Group Ltd - Surbiton-upon-Thames - Surrey 
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AND 
NOW 


FOR DECONGESTION WITH ANALGESIA 


in sinus infections, 
head-colds, 
ear-aches, 

catarrhal congestion 
presenting with pain 
















TRIOGESIC 


(WANDER) 
FORMULA P bes Fy 3 ET ‘Triogesic’ gives prompt symptomatic 
*Triominic’....25 mg. tiga a aoe 
Paracetamol. . . .500 mg. relief by associating the established de- 
per 4 ml. Suspension: : * * he bas ts 
‘Triominic’. . 12 2.5 mg. P.1 congestant with antihistaminic actions 
Paracetamol... .250 mg. of ‘Triominic’ with the reliable and 
Triominic contains » ° . 
50% phenylpropanolamine—HCl, safe analgesic action of paracetamol. 
™ "i aisaenaee aoe. ‘Triogesic’ is available both as scored 
DOSAGE tablets and in flavoured suspension. 
Adults: 
1 Tablet every Cy 
three to four hours. 
Children: 
1 teaspoonful every (? 
three to four hours. 
PACKS & BASIC N.H.S. PRICES - 
30 Tablets 3/6+P.7 ee ANDER LTD.. : 
4 fl. oz. Suspension 3/6 + P.T. 42 Upper Grosvenor St., London W.1 
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Benylin Expectorant 


| A Palatable, raspberry-flavoured syrup containing 
| BENADRYL* (diphenhydramine hydrochloride, B.P.), 
| BENYLIN EXPECTORANT’ is effective not only in controlling 
unbeneficia} cough, but also in alleviating congestion 
due to colds, bronchitis and other irritative conditions 
of the upper respiratory tract 
antispasmodic - decongestant - demuicent 


aie Supplied in bettles of 4, 16 & 80 ff. ozs. 


D: Raw. 
vas? Trade Mark 


PARKE-DAVIS & COMPANY, Inc. U.S.A. Liability Ltd., HOUNSLOW, MIDDLESEX, tax. HOUNstow 2361 
wes 
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YG Happy Chritmas with 
COW & GATE #8355 | 
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because 

itovercomes with greater certainty 
the commonest pathogens in 
chronic bronchitis—h. Influenzae 

and pneumococci 


‘because 

its accepted daily dosage regimen 
is fully adequate . 

unquestionably safe 


‘yyou know where you are with Terramycin 





| (BD science FOR THE WORLD'S WELL-BEING 
Pfizer Ltd - Sandwich - Kent 


B7/11317 








in 
gastrointestinal 
olisye)ael=1as 


sBlele-bere 


relieves the 
emotional 
stress and 
controls the 
organic disease 


&é 


BIA) 


each ‘Libraxin’ tablet contains 

















5 mg chlordiazepoxide 
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*k New Product 
Announcement p red ictable 
anti-inflammatory 


HAIDRA I 1D : effect 


PARAMETHASONE ACETATE 


*Haldrate’ 2 potent synthetic cortico- 
steroid) with marked anti-inflammatory 
acuvity. In steroid-responsive conditions, it 


provides predictable anti-inflammatory 
effects with a minimum of untoward reac- 
tions. Gratifying response has been observed 
in patients transferred from other cortico- 
steroids to ‘Haldrate’. There is relatively 
little adverse effect on electrolyte metabolism, 
sodium retention is unlikely and psychic 
effects are minimal. In addition, ‘ Haldrate’ 
treatment appears to be free from muscle 


weakness and cramping. 


‘Haldrate’ 2mg.isapproximately equivalent to: 


Cortisone 25 mg. 
Hydrocortisone ; 20 mg. 


Prednisone or 

Prednisolone a 5 mg. 
Triamcinolone or 

Methylprednisolone ie 4 mg. 
Dexamethasone 0.75 mg. 
Although the incidence of significant side- 
effects is low, the usual contra-indications to 
corticosteroid therapy apply to ‘ Haldrate’. 
Availability: 


‘Haldrate’, 1 mg., scored (yellow) and 2 mg., 
scored ‘orange), in bottles of 30 and 100 
tablets. 


EL! LILLY AND COMPANY LIMITED 


BASINGSTOKE ENGLAND 
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SOHERING A.G.BERLIN 


U.K. Subsidiary : : A : ey 
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anabolic 
activity 


WITH ONE INJECTION 


Deca-Durabolin induces a positive nitrogen balance quickly and 
lasting for three weeks, even in the face of intensive catabolic 
situations. The disadvantages inherent in anabolic steroids of 
androgenic origin have been reduced beyond all expectations; Deca- 
Durabolin can therefore be used in all cases where prolonged 
intensive anabolic treatment is indicated 


FORM AND PACKS 

Nandrolone decanoate, 25 mg and 50 mg per n 
for intramuscular injection 

Boxes of 1 « 1 ml and3 ~ 1 ml 


A NEW Organon PRODUCT 


ORGANON LABORATORIES LIMITED - BRETTENHAM HOUSE © LANCASTER PLACE - LONDON : W'C:2 
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exceptional safety 
wide activity range 
a dosage form for many routes 


proven performance in general use over several years 





coupled with economy 


these facts suggest 


(Erythromycin, Abbott) REGD. 








as the antibiotic of choice 





against the common infections 


AVAILABLE AS 100 AND 250mg. FILMTABS, 
SUSPENSION 
AND INJECTABLE FORMS. 


ABBOTT LABORATORIES LIMITED + QUEENBOROUGH + KENT 
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AN 


- INSTANT RELIEF FROM COUGHING: 


Pectamol is indicated in all types of cough in which it is desirable to suppress the 
cough centrally, and take advantage of a local demulcent effect. Pectamol is com- 
pletely non-toxic and non-constipating. It has no hypnotic effect and is not habit- 
forming. Pectamol's active constituent is oxeladin in a demulcent vehicle which 
includes sodium chloride, menthol, chloroform and glycerin. 





| PRICES 
| Basic N.H.S. Prices. | 
Bottle of 250 ml. 7/11 
Bottle of 2 litres 49/2 


DOSAGE Adults: 1 or 2 teaspoonfuls 4 times daily. 
Children: $ to 1 teaspoonful 4 times daily. 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 


2 
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Biomydprin 
The COMPLETE 


nasal spray . 
which contains ’ 
thonzonium— : 
the outstandingly c 
effective mucolytic. . 








In nasal congestion arising from colds, 
influenza, sinusitis, hay fever, or any 

other source, Biomydrin provides rapid, } 
safe, soothing release... anda 
comprehensive treatment that does 

more than decongestants alone can do. 


All nasal sprays have a DECONGESTANT 
Most nasal sprays have an ANTIBIOTIC 
Some nasal sprays have an ANTIHISTAMINIC 


BUT ONLY BIOMYDRIN contains 
all these and thonzonium—the effective 
mucolytic. The inclusion of thonzonium 
makes Biomydrin the only complete 
nasal spray. Thonzonium ensures 
adequate penetration by liquefying thick 
nasal mucus to enable the spray to 
reach affected tissue. 


ana N34 FROM 
'CONGESTION  ‘ 


WILLIAM R. WARNER & CO. LTD. s 
EASTLEIGH, HAMPSHIRE 
TELEPHONE: EASTLEIGH 3131 210 006 
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Many drugs are available which will terminate 
an asthmatic paroxysm, but the complex 
aetiology of asthma makes the prevention of 
attacks a more difficult problem. 

‘Expansyl’ provides the most comprehensive 
protection available for the asthmatic by 
controlling the major precipitating factors. 
‘Expansyl|' is presented in ‘Spansule’ sustained- 
release capsule form to ensure a consistently 
high level of protection—with minimum risk of 
symptom break-through between doses. 





New product 


EXPANSYL 


in asthma 
Complex aet gy calis ft 
@ sustained bronchodilaiation 

@ anti-allergic action 

®@ control of psychological factors 


Each ‘Expansyl Spansule’ sustained-release capsule 
contains 50 mg. ephedrine sulphate, 5 mg. ‘Histryl’ 
(brand of diphenylpyraline), and 2 mg. ‘Stelazine’ 
(brand of trifluoperazine). 


SMITH KLINE & FRENCH LABORATORIES LTD Welwyn Garden City, Herts 


‘Expansyl', ‘Histryl', ‘Stelazine’ and ‘Spansule’ are trade marks 
Brit. Pat. Nos. 742007, 813861, 857547 
SL:PA91 (Col) 
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Byes 


simplifies and improves treatment 
in concurrent depression and anxiety 


Accurate diagnosis in conditions present- 
ing symptoms of both depression and 
anxiety often demands more time than the 
general practitioner can give. Hitherto, it 
has always been necessary to decide which 
of these two symptoms predominated, since 
the use of an antidepressant alone can 
aggravate anxiety, while tranquillizer therapy 
may not relieve concomitant depression. 

The use of ‘Parstelin’ (10 mg. ‘Parnate’— 


1 mg. ‘Stelazine’) greatly simplifies the 
treatment of concurrent depression and 
anxiety, as both symptoms are relieved 
simultaneously. The ‘Stelazine’ constituent 
acts promptly to alleviate anxiety and 
tension, whether primary or secondary to 
the depression, and the highly effective anti- 
depressant action of ‘Parnate’ 
brings about a therapeutic response within 
1-3 days. 


usually 


PARSTELIN specific for the tense, 
agitated depressive 


“SK Smith Kline & French Laboratories Ltd 


— Welwyn Garden City, Herts 


‘Parstelin’, ‘Parnate’ (brand of tranylcypromine) and ‘Stelazine’ (brand of trifluoperazine) are trade marks. 


Brit. Pat. Nos. 813861, 857547 


PL :PA191 (Col) 
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“Kitty has no discretion in her coughs,” said her father: “she times them ill.” 
“I do not cough for my own amusement,” replied Kitty fretfully. 


JANE AUSTEN Pride and Prejudice, 


Y 2 
S ( } /: / O f } 
C= 


ch, 2 
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SUPPRESSES COUGH SWIFTLY, SURELY AND SAFELY 


By its central inhibition of the cough reflex ‘Selvigon’ 


effectively suppresses troublesome cough. But it does 


not inhibit expectoration; 


and has no side effects or contra-indications. 


*Selvigon’ is available in tablets and as a palatable, soothing syrup. 


t + 


= 


SMITH KLINE & FRENCH LABORATORIES LTD 


*Selvigon’ is a trade mark 


Welwyn Garden City, Herts 


Brit. Pat. No. 848286 
SV:PAtro1(col) 
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UNRAVELLING THE KNOTS 


For tension and anxiety to be fully resolved by the patient's coming to terms both 
with herself and her circumstances may take a long time. ‘Drinamyl’ will help her 
through the difficult period of adjustment. 

During the last decade, clinical experience throughout the world has clearly shown 
that the mood elevation safely afforded by ‘Drinamyl’ is invaluable in helping such 
worried, tense patients to look at life with greater optimism and assurance. 

The combined action of its components—'Dexedrine’ and amylobarbitone— 
produces a lessening of tension pari passu with increased mental alertness and 
perception. There is a consequent improvement both in the patient's sense of well- 
being and in her assessment of her own circumstances. 


‘Drinamyl'’ is available as tablets, and in ‘Spansule’ sustained-release capsule form. 


DRINAMYL 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


‘Drinamyl’, ‘Spansule’ and ‘Dexedrine’ are trade marks 


Brit. Pat. Nos. 715305, 742007 
DLSDL: PA61 
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In acute or chronic sinusitis, 
secondary infection in influenza 
and the common cold, and in sore throat 





Sulfex’Intranasal drops 





meet every therapeutic requirement 


rapid concentration at the site of infection 
prolonged bacteriostasis 


safe, effective vasoconstriction 


Formula: ‘Mickraform’ sulpha‘hiazole 5°4 in an iso- 
tonic aqueous medium with *PareJdrinex’ (p-hydroxy- 
imphetamine hydrobromide) I", 


SMITH KLINE & FRENCH LABORATORIES LTD, Welwyn Garden City, Herts 


*Sulfex’, Mickraform’ and *Paredrinex’ are trade marks 
SX:PA2I 
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in early 
pregnancy 











‘Morning sickness’ can mar the early months of pregnancy. It can be prevented most 
effectively, however, by ‘Stelazine Spansule’ sustained-release capsules. One or two 
capsules — preferably taken in the evening — protect the expectant mother from nausea 
and vomiting throughout the night and during the following day. The unique alerting 


action of ‘Stelazine’ enables her to cope efficiently with the problems of work and home. 


Each ‘Stelazine Spansule’ sustained-release capsule contains 2 mg. of *Stelazine’ (brand of 





trifluoperazine). 
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sustained-release capsules 





Naas i ta 


for prolonged protec! linst nausea and \ 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


*Stelazine’ and ‘Spansule’ are trade marks. Brit. Pat. No. 742007, 813861, 857547 SSZ:PAjzor (Col) 
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Gruffydd Evans, sales executive... big, loud, 
intensely sociable, great capacity for work... 
regular angina attacks... won’t take it easy... 


FOR HIM... Sy PERSANTIN 


Relief for 3 special groups of angina sufferers 


Persantin’s ability to produce efficient and prolonged coronary vasodilatation with- 
out side-effects is recognised, The active ingredient of Persantin has now been com- 
bined with phenobarbitone in a new formulation—Sedapersantin—for angina patients 
who also require sedation. Three groups of patient in particular will benefit: 


OVER-ACTIVE PATIENTS like the man described above. They insist on working hard and playing hard 
1 in spite of regular anginal attacks and stubbornly refuse to change their manner of living. 


*) TENSE PATIENTS Whose anginal attacks are irregular and often accompany emotional tension, 
— 


€-y WORRIED PATIENTS whose angina is aggravated by over-anxiety about their state of health so that a 
eO vicious circle is in danger of being created. 


For the benefit of your patients who require sedation in addition to efficient coronary vasodilatation, we 
invite you to make your own trial of Sedapersantin. 


PERSANTIN ° DOSAGE: 2 tabs t.d.s. 


2,6-bis(diethanolamino)-4,8-dipiperidino- 
pyrimido(5,4-d pyrimidine and 


PERS ANTIN ™ posace:1 tab tds. or ads. 


Persantin plus phenobarbitone 


Manufactured and distributed in the UK by 


ry Ptizer Limited - Sandwich - Kent for 
aly C,H. BOEHRINGER SOHN: INGELHEIM am RHEIN 
12112 Registered proprietors of the Trade Marks *Regd Trade Marks 

















Initially 

two 25 mg. tablets 
three times a day, 
to be reduced 
according to the 
requirements of the 
individual patient. 
Average 
maintenance dose 
75 mg. daily. 
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brand of nialamide 


specific treatment 


marketed in the United Kingdom by 
HARVEY PHARMACEUTICALS 
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MOTORING NOTES 


Safer Driving 
By COURTENAY EDWARDS 


A NUMBER of recommendations made to the 
Minister of Transport in connexion with the new 
Road Traffic Bill by the Institute of Advanced 
Motorists includes one dealing with medical 
fitness to drive. 
FITNESS TO DRIVE 

The Institute calls for more strict supervision 
of the fitness of driving-licence applicants, 


CLING RUBBER TREAD 


High hysteresis, low bounce rubber 


with leech like grip in dry and wet 


rae 








RESILIENT 
RUBBER 


Highly resilient high 


bounce rubber with the 


maximum flexibility for al 


comfort and cool running 


Fic. 1.—A section diagram of the new Avon H.M. 
safety tyre. 


especially in regard to eyesight and neurological 
diseases. It suggests that the penalties for making 
false statements on this subject on driving- 
licence application forms should be increased. 
Further, ‘where drivers are involved in acci- 
dents, in appropriate cases a court should be 
empowered to order tests for these medical 
defects before the licence is restored’. The 
physical fitness and vision of elderly drivers are 
a special problem. Most of the big insurance 
companies now insist on a medical certificate 
from a driver’s own doctor every year when the 
driver has reached the age of 70. In some cases 
the age limit is 65. When I suggested to one 
insurance man that a doctor might often be 
reluctant to give an adverse certificate to an old 


patient for whom motoring was one of the few 
remaining interests in life he replied: ‘In our 
experience no doctor would be so cruel to a 
patient as to allow him to go on driving when 
he was no longer fit or had defective sight’. 


NEW TYRES 

Tyres with the new ‘cling’ treads made of what 
is called high hysteresis rubber—the ‘dead’, 
non-bouncy type—should make a special appeal 
to doctors who, more than most, have to do their 
motoring in all kinds of weather, week in and 
week out. Avon-India are now selling these 
‘safety’ tyres (fig. 1) at a cost no greater than 
that of the standard covers. These cling-tread 
tyres give much better tyre adhesion on slippery 
roads and do not squeal during fast cornering. 

Another item of tyre news is that Goodyear 
have announced that they are developing a 
system of tyre manufacture in which covers 
would be ‘cast’ all in one piece like metal 
castings. These tyres can be made in many dif- 
ferent colours and they can be translucent. 
While we wait for these tyres with varying 
degrees of enthusiasm Goodyear offer white- 
wall tyres with a slim band of colour overlaid 
on them. The idea is that tyres will be chosen 
to match the car’s finish or upholstery—or both. 

I am still waiting to meet an ordinary motorist 
who has had real day-to-day experience of those 
fascinating Pirelli tyres—the BS3—whose treads 
consist of three separate bands which are 
replaceable and which ‘knit’ together when the 
tyre is inflated (fig. 2). It is claimed for the BS3 
that worn treads can be replaced and that in 
winter the standard ‘rings’ can be removed in 
favour of treads more suited to winter con- 
ditions. Replacement rings with ice spikes are 
available in certain sizes. When these are used 
you simply hang up the other tread rings in the 
garage until they are needed again. 








PUNCTURE FIRST-AID 
In my October notes I wrote about a get-you- 
home device which would be of great value to 
practitioners in the event of a puncture. It is a 
gadget (fig. 3) which consists of a little cylinder of 
compressed gas which you carry in the car for 
emergency use. In the event of a ‘flat’ you 
attach the cylinder to the valve by means of a 
flexible connector. It inflates the tyre (or inner 
tube) and as it does so it forces a sealing com- 
pound into the leak. Since I wrote about this 
useful accessory it has been put into production 
in Britain, renamed the Redi-spare and offered 
at the greatly reduced price of 25s. 
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AIR-CONDITIONING 
A new refrigerating system developed by Nor- 
malair Ltd. is offered as an optional extra by 


the British Motor Corporation on three of 


their bigger models: the Austin A11o West- 


Fic. 2.—The Pirelli BS3 tyre. 


minster, the Wolseley 6/110 and the Vanden- 
Plas 3-litre Princess. It costs about £175, in- 
cluding tax, and is mainly intended for use in 
models exported to hot countries in which 
ordinary air-conditioning systems are in- 
adequate. Two electric fans draw warm air 
from inside the car into an evaporator unit in 
the boot through a grille in the rear parcel 
shelf. Heat is absorbed by the liquid refrigerant 
and cool air is fed back into the car through two 
ducts. In tests a reduction in inside temperature 
of 30° F. has been achieved with an ambient 
temperature of 110° F. and relative humidity 
of 40°,,. 


NEW MODELS 
In conjunction with George Hartwell, of 
Bournemouth, Thomas Harrington Ltd., of 
Hove, have developed another attractive gran 
turismo version of the Sunbeam Alpine sports 
two-seater. It is based on the specification of the 
Alpine which won the Index of Thermal 
Efficiency in the 24-hours race at Le Mans this 
year. The 1.6-litre engine develops 104 brake 
horse-power at 6000 r.p.m. and, on the right 
sort of roads, is capable of cruising at 100 
m.p.h. This Harrington Le Mans edition of the 
Alpine has a distinctive, aerodynamically shaped 
body with seating for two in great comfort and 
an occasional seat which, when not in use, folds 
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flush with the floor of a luggage compartment 7 
which extends from the front seats to the rear” 
bumper. The price of this attractive new luxury | 
sports car is £1,495 including tax. 

The intriguing littlke DAF car built in the 
Netherlands is now on sale in Britain. With 
belt-and-pulley drive, it is the world’s cheapest 
car with automatic transmission and lends itself 7 
admirably to conversion for the use of disabled 
drivers. The size of its twin-cylinder, hori- 
zontally opposed engine has been sensibly 
stepped up from 600 c.c. to 750 c.c. and in this 
form it is available in standard trim (£778) 
or as a de luxe saloon (the Daffodil, which costs 
£821). 


SEATS AND SHOES 

Medical men have given an_ enthusiastic 
welcome to a German device which can be in- 
corporated in the framework of a car seat to 
give support where it is most needed: in the 
lumbar hollow. One of its most important 
features is that the position of this lumbar 
support pad can be easily adjusted to suit 
drivers of varying size and physique. By turning 
a knob it can be brought to the correct height or 
swivelled fore and aft. It was shown by Johann 
Schwarz at the Frankfurt Show. 

Footwear designed specially for motorists— 
Carshoes—is being imported from France and is 
becoming increasingly popular, especially among 
women drivers who find that high-heeled shoes 
are neither comfortable nor safe. Carshoes have 
a sole which runs in one continuous piece from 
the toe to the top of the heel. In effect the 


foot rests on a kind of roller. They are attrac- 
tively styled and are made in natural suede, 
black leather or dark brown leather. There are 
six women’s and eleven men’s sizes. Price 
£4 4s. 

The final analysis of replies to our motoring 
questionnaire is almost complete and I propose 
to discuss this in detail in the January issue. 











¥ 











THE PRACTITIONER 














Getting @ him on 


A short course of ‘Distivit’ can soon restore his 
appetite and get him back to normal. For ‘Distivit’ 
is a peptide preparation specially made for oral 
administration of vitamin Biz. 


The elixir presentation has the flavour children like. 
Each 3.5 ml. teaspoonful of ‘Distivit’ Elixir contains 
20 ug. vitamin Bi2 peptide. Alternatively, there are 
‘Distivit’ tablets in strengths of 20 ug., 100 ug. and, 
where high dosage is indicated, 1,000 ug. 





his feet 


DISTIVIT 


HASTENS RECOVERY 
Basic N.H.S. Cost 

‘DISTIVIT’ ELIXIR 

3s Od. per 4 fi. oz. bottle 

‘DISTIVIT’ TABLETS 


20 ue. 1s. 044. \ { 12 tablets from 


00 us. 2s. ; a dispensing 
_ tn } \ pack of 100 
1,000 ug. 6s. 0d. Foil pk. of 4 


12 tablets from 
13s, 24d. | @ dispensing 
pack of 50 


ray THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19. PPH 236! 
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TRAVEL NOTES 


Winter Sports in Scotland 
By PENELOPE TURING 


For years many people refused to take Scotland 
seriously as a ski-ing country, but that time is 
now past. Scottish skiers are the first to admit 
that their worst enemy is an uncertain climate, 
but once the right snow conditions are estab- 
lished the terrain can hold its own with many 
of the continental mountain areas, and much 
hard work is being done to improve the facili- 





Fic. 1.—Skiers in the Cairngorms. 


ties. Already the main ski-ing villages have a 
well-tried organization which can provide the 
framework of an enjoyable holiday, for either the 
novice or the experienced skier. 


WHERE TO STAY 
Winter sports in Scotland are here to stay and 
to meet two important needs: an inexpensive 
ski-ing area near home for the last-minute or 
week-end holiday (as well as for longer periods, 
of course), and—which is more important—a 
winter tourist season to provide more employ- 
ment and help to stay the depopulation of the 
Highlands. Nearly all the ski-ing centres are in 
and around the great mountain group of the 
Cairngorms (fig. 1). Many lie along the river 
Spey and names long familiar to salmon fishers 
are acquiring a new meaning and a larger 
clientele: Newtonmore, Kingussie, Aviemore, 


Boat of Garten and Grantown-on-Spey. 

Obviously Scotland has a very long way to go 
before it can compete with the mechanization 
which has taken the hard work out of ski-ing 
at so many continental resorts—the ski-lifts, 
chair-lifts and cable-cars which provide an easy 
return to the heights and often link village with 
village. At present there are only two chair-lifts 
among all the Scottish centres, one from the 
foot of the White Lady run almost to the summit 
of Cairngorm (which it is hoped will be ready 
for this season), and the other away in Glencoe. 
A ski lodge, ‘The White Lady Shieling’, is 
under construction at the foot of the Cairngorm 
lift. For the rest there is the new ski-road 
running right into Coire Cas in the heart of the 
Cairngorm snowfields, and many of the hotels 
operate portable ski-tows. 

There is no difficulty about learning to ski, 
however. Each place has its own ski school and 
you can choose between Swiss, Austrian and 
Norwegian methods. 


WHERE TO GO 

Aviemore belongs to the first group, the Avie- 
more Village Scheme having first-class Swiss 
instructors. The season starts at Christmas and 
lasts until the end of April in most places. The 
Cairngorm is the chief hotel here (charges 10 
to 11 guineas a week), and there is also the Alt na 
Craig private hotel (9 guineas) and the Ravens- 
craig Guest House (9 guineas). Ski school fee for 
instruction and entertainment (dances, ceilidhs 
and film shows) 2 guineas weekly; transport 
2s. 6d. a day. Skis can be hired through the 
hotels as an extra. Just a little farther down 
Strathspey are the Boat Hotel and Craigard 
Hotel, Boat of Garten (from 12 guineas), and 
the Nethybridge Hotel, Nethybridge (11 guineas 
plus 3 guineas instruction and transport), which 
all belong to the Swiss group. 

Carrbridge is the chief centre for the Austrian 
method. The Carrbridge Austrian Ski School is 
run by Karl Fuchs who, with his assistants, 
teaches the Arlberg technique known as 
“‘Wedeln’. Instruction costs £3 a week or 10s. 6d. 
a day. Mr. Fuchs is the owner of Struan House 
Hotel where weekly terms inclusive of instruc- 
tion are 11 guineas. In addition, both the Carr- 
bridge Hotel (from 12 guineas) and Rowanlea 
Hotel (10 guineas) have their own instructors. 

At Grantown-on-Spey (fig. 2), still farther 
down the river, you come to the Norwegian 
influence, where there are also facilities for 
outdoor skating and curling, and plenty of social 
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life. Here are the Ben Mhor (11 to 12 guineas 
exclusive of instruction and transport), Craig- 
lynne and Palace Hotels (both 124 to 14 guineas 
exclusive), and other hotels. Going back up the 
valley Craigellachie House at Aviemore has an 
independent ski school of its own with a Nor- 





Fic. 2.—Schoolchildren at Grantown-on-Spey, Moray- 
shire, with their instructor—Eilef Moen—of the 
Scottish- Norwegian Ski School, Grantown-on-Spey. 

wegian instructor, and the Balavil Arms Hotel 

at Newtonmore also caters for skiers and can 
arrange for special instruction. 

Deeside is now taking its place in the winter 
sports picture also (fig. 3), and the Profeits 
Hotel at Dinnet has a Swiss instructor. Farther 
away the Spittal of Glenshee Hotel in Perthshire 
is the headquarters of the Dundee Ski Club and 
has training courses from Christmas until 
Easter. 

PROFICIENCY AWARDS 

For those whe covet proficiency awards, Nor- 

wegian badges can be won at Grantown-on- 

Spey, Spittal of Glenshee and at Tomintoul in 

Banffshire (Gordon Arms Hotel), whilst at 

Carrbridge there is a local badge given to those 

who pass the Austrian test. Nethybridge, Avie- 

more and Dinnet have the Swiss badge system. 

The guiding force in the establishment of 
Scottish ski-ing facilities is the Cairngorms 
Winter Sports Development Board, and those 
interested are encouraged to become members 
of the Cairngorms Winter Sports Development 
Association. Details of membership and general 
information on these and other ski-ing centres, 
youth hostels, the student centre at Glenmore 
Lodge, rail concessions, and so forth, can be 
had from the Scottish Council of Physical 
Recreation, 4 Queensferry Street, Edinburgh 2. 


SOME TRAVEL BOOKS 
Hungary is an obvious ‘iron-curtain’ product, 
and there is a naivety about the self-justifying 
communist propaganda which is introduced 
here and there. Any traveller contemplating a 
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visit to Hungary, however, would do well to get 
a copy of this official guide, for it contains an 
enormous amount of information. It is pains- 
takingly and quite pleasantly written, and attrac- 
tively illustrated with old woodcuts, sketches 
and pictorial maps. There are sections on all 
parts of the country, and the average British 
visitor who knows little of Hungary’s local 
history, will find the historical references of 
special interest. (Collets Holdings Ltd., 44-45 
Museum Street, London, W.C.1, price 21s.) 

An Innocent’s Guide to Paris, by Peter Roper- 
Whelpton, is a little volume designed to slip 
easily into the holidaymaker’s pocket. For its 
size it contains a quite remarkable amount of 
useful information for the newcomer to Paris, 
in a lighthearted and handy form—from lists of 
hotels and museums to a brief chapter ‘for late 
birds’. (Arlington Books, 6s.) 

Where to Fish, edited by Roy Eaton, is the 
6cth edition of the familiar directory for anglers, 
2 1 will be welcomed by all those who fish for 
anything from bream to salmon or sea fish. It 
is indispensable for those whose holiday sport 
is taken on club or hotel waters, and no less for 
the traveller abroad who likes to take his fishing 
tackle with him, and so enjoy the best of many 
worlds. (Harmsworth Press Ltd., price 21s.) 

Let’s Look at Germany, by Bernard Newman, 
who is almost as well known for his travel books 
as his thrillers, and in the course of an adven- 
turous life has covered much of Europe—often 





ary 





Fic. 3.—Skiers going through the village of Ballater-on- 
Deeside. 

on a bicycle—is a travelling companion for the 
newcomer to Germany, and therefore deals 
mainly with the well-known districts. It is 
intended chiefly for the young and impecunious 
—there are many references to youth hostels— 
but the book has a brisk and entertaining style 
and contains a number of personal anecdotes 
as well as touches of history and legend. It is 
intentionally superficial, but is worth reading. 
(Museum Press Ltd., price 15s.) 
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The modern method of relieving nasa! and 
respiratory congestion is simply the swallowing 
of ‘Actifed’ Tablets (or Syrup for children). 
These products bring safe, rapid and prolonged 
relief without risk of secondary engorgement or 
inhibition of ciliary activity. 

‘Actifed’ Tablets and Syrup contain triprolidine hydro- 
chloride and pseudoephedrine. 

‘Actifed’ Compound Linctus combines the pro- 
perties of ‘Actifed’ with the cough suppressant 
action of codeine phosphate. It is particularly 
useful if the cough is associated with respiratory 
congestion, e.g. in the common cold or in 
bronchial asthma. 


‘Actifed’ 


trade mark 





Burroughs Wellcome & Co (The Wellcome Foundation Ltd) London 
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BRIDGE NOTES 


Prepare for the Worst 
By E. W. DENHAM anp M. A. FREESTONE 


BoTH sides were non-vulnerable when Forceps 
was declarer in the following deal:— 


North 
(Mr. Scalpel) 
K 32 
¥Ji1090 
West Q 106 East 
(Dr. Bentinck) @J 1054 (Dr. CEdipus) 
@754 @Jiog 
9A7543 9 Q6 
@904 South @AJ852 
#873 (Mr. Forceps) @kK6 
@AQ6 
¥K82 
@K73 
@AQo2 
The bidding had been: West, pass; North, 


pass; East, 1 diamond; South, 2 no-trumps; 
West, pass; North, 3 no-trumps. All pass. 

Bentinck led the 9 of diamonds. 

On seeing dummy Forceps felt fairly con- 
fident: in view of East’s bid finesses would 
most likely be successful. He overtook Ben- 
tinck’s g of diamonds with dummy’s 10, and 
then CEdipus’ Jack with his own King. He 
entered dummy with the King of spades; led 
the Jack of clubs, on which (Edipus played the 
King; and the trick was taken by the Ace. 
Forceps then played the Queen. When both 
opponents followed he again took stock. He 
now had two entries in dummy—apparently 
nothing could go wrong. He led the 9 of clubs, 
which he covered with dummy’s 10; led the 
Jack of hearts, which fetched East’s Queen; 
played the King of hearts with easy assurance; 
but found that Bentinck had the Ace. A diamond 
lead gave the opposition four more tricks. 

A disappointed Forceps remarked to Cdipus, 
‘On your opening bid I certainly counted on 
your having both the other Aces’. Then Scalpel 
felt he should explain: ‘Whatever the position 
of the Ace of hearts you could have made the 
contract by playing dummy’s Queen of diamonds 
on round one. (Edipus would have had to play 
his Ace. Then a second lead by Bentinck would 
have been harmless. And supposing it was 
(Edipus who led the second diamond you could 
have made two tricks. Therefore either you 
would have made one trick and have blocked 
the suit or you would have had two stops’. 

(Edipus was nodding, and added ‘May I make 
my contribution? What you have said, Scalpel, 
is sound, but there is another point. Forceps 
could have played dummy’s 10 of diamonds 
as he did and yet be successful: he merely had 
to refuse to play his King on the first round. A 
second diamond lead from either direction 
would not have been serious’. 


Before partners were changed the following 
hands were dealt :— 


North 
(Mr. Scalpel) 
@ 1042 
. — 
West @754 East 
(Dr Bentinck) @KQJ 10943 (Dr. C2dipus) 
23 @j876 
¥AKQJi108 97653 
@AQo South @J 1083 
@875 (Mr. Forceps) 2 
@AKQos 
942 
@K62 
@A6 


Forceps as dealer bid 1 spade; Bentinck made a 
jump overcall of 3 hearts; Scalpel bid 3 spades; 
and when (Edipus passed Forceps bid 4 spades. 
Bentinck decided that the seven tricks which 
he held—perhaps eight—were not enough for 
a sacrifice bid of 5 hearts and so Forceps was 
allowed to play in 4 spades. Bentinck led the 
King of hearts. 

Forceps weighed up the situation and sighed, 
‘Oh partner, just when we really need some 
points we may have thrown away a slam!’ 
Very quickly he ruffed in dummy. For his own 
reasons he led to his own Ace of clubs and 
also ruffed another heart in dummy. He led a 
trump to his Ace; and then played the King of 
trumps, only to discover that (Edipus originally 
held four. Forceps reassessed his position. If the 
Ace of diamonds were on the wrong side his 
only chance—a poor one—was that (CEdipus 
held at least three clubs. He therefore played off 
the Queen of trumps, and led a small club to 
dummy’s King. 

But CEdipus, realizing that if Forceps held the 
Ace of diamonds, which seemed certain from 
his play, he must ruff at once. He did so and led the 
Jack of diamonds, hoping that the thirteenth 
club was in his partner’s hand. The result was 
that Forceps could not even make his contract. 

(Edipus felt he should try to make some 
reparation: ‘Do you mind, Forceps, if I again 
suggest different play? The ruff of the first 
heart was correct. But the second round should 
have been a trump from dummy with the 
intention of finessing with the 9 from your own 
hand. If the finesse had succeeded you would 
have made a grand slam. And if the finesse had 
failed no lead could have been made through 
your own King of diamonds. The game contract 
would have been safe. Of course in a slam 
contract the best distribution of trumps would 
have to be assumed, but in 4 spades one trick, 
and perhaps two, could hive been given away to 
ensure the success of the contract’. 
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FROM A SUSSEX WINDOW 
A Naturalist’s Diary 


Tue last of the ebb of life in these southern 
lands certainly does not coincide with the 
shortest day, the Naturalists’ Festival, but comes 
about six weeks later, when the young flood in 
many species of animals and plants is already 
making. Last year some varieties of apple, 
notably Bramley and Beauty of Bath, had a 
large proportion of their leaves functioning until 
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the middle of this month. One wonders if the 
noted vigour of the Bramley and the early 
fruiting of the other are due in part to this 
snatching of days from dormancy. 


THE HORIZONTAL DRAINER 
The moles are very active now, devouring their 
own weight of worms and grubs each day. They 
also store up worms, which they paralyse with 
a well-placed bite, in their fortresses. Some 
observers have counted as many as a thousand. 
The only other British mammal, so far as I 
know, who makes a store of paralysed prey is 
the polecat, who on occasions piths quantities 
of frogs for future use. Although moles use the 
main runs in common—an old farm worker 
told me he had once caught fifteen moles in a 
few hours in the same trap and place—the 
mole is a solitary except in the breeding season, 


after which the sex organs shrink and the duct 
in the female becomes occluded. Many years 
ago when I was a student I spent several 
holidays catching moles for that most lovable 
and_ stimulating naturalist and anatomist, 
Frederic Wood Jones, who was verifying this 
point. Personally I interfere with them in the 
orchard as little as possible, levelling their 
heaps and occasionally digging up a fortress 
which would hinder hay-cutting, but generally 
these are in the hedgerows and do no harm. 
The mole does my horizontal draining, the 
worm the vertical. 

The Crusader’s ‘chastity girdle’ was clumsy 
and inefficient compared with the female mole’s 
cellular or brickwall defence. Roe deer and 
stoats have another way of securing the rightful 
succession: the device of ‘delayed implantation’. 
The latter mates in high summer and the ferti- 
lized eggs remain in the uterus without develop- 
ing until March, when they become embedded 
and gestate in four weeks. So far no woman has 
been able to persuade Judge or Jury that she 
can do the same. 


AN ATTEMPTED AVINE CONQUEST 

The winter of 1957-58 was made memorable 
by a great invasion of birds of many species 
from central Europe. The first I knew about it 
was when I went down to the wood and there 
in front of the hut where I feed the birds I 
found some dapper continental Coal Tits 
rather bossing the locals. They had all the 
cheek and vigour of the parvenu and were no 
more afraid of me than our birds are of cattle; 
one of them perched on the toe of my Welling- 
ton boot at our first meeting. They had a more 
pronounced white nape patch and their backs 
were slaty-blue in contrast to the olive green 
of our native birds. The same morning I met 
a delightful little party of white-headed Long- 
tailed Tits; I could not have been more sur- 
prised if they had been Chinamen. They passed 
through the wood, flitting and feeding from 
tree to tree and I never saw them again. Later 
I read that this invasion, starting in the south- 
east, was spreading all over the country—con- 
tinental forms of the common tits, Tree Spar- 
rows, Redpolls, Siskins, Great Spotted Wood- 
peckers, Jays (a concentration of a thousand of 
these was reported from Essex)—and many 
other species. 

I managed to keep my continental Coal Tits 
till March by feeding them on ‘The Best 
English Dripping’, and then they disappeared. 











A 104 


There was some return migration, but it was 
not nearly so marked or documented. The 
most probable cause of the invasion is that it 
was an overspill from several good breeding 
seasons and shortage of food. 

I believe that a lot of the Bullfinches that year 
were of the northern continental type, slightly 
bigger and even more gaudy birds than ours, 
but only the Museum people, with the skins in 
their hands, can definitely identify them. Their 
habit of debudding fruit trees which has made 
them so unpopular as to rob them of the cover 
of the Protection of Birds Act, 1954, in some 
fruit-growing counties is misunderstood. Be- 
cause under the trees where they have been 
feeding there is a litter of broken-up buds it is 
thought that it is a wanton habit, whereas they 
are crushing out of the buds a highly vita- 
minous and nutritious fluid and their powerful 
beaks are adapted for this purpose, a sort of 
cider press, or perry press, for in this neigh- 
bourhood they always go for the pear trees 
first of the fruit trees, having polished off the 
Forsythias in the gardens. When I was a boy 
in north Essex where there was little fruit I 
used to watch them debudding the hawthorns 
and one could always see where they had been 
from the litter of buds on the ground. 


A COMMON MAMMAL MARKET 
Before 5000 B.C. which is the approximate date, 
according to the experts, of the formation of 
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the English Channel, mammal migrations on 
the same scale must have taken place from time 
to time. Britain was the north-western pro- 
montory of the common market for mammals, 
Ireland and the islands seem to have been 
separated a considerable time before and have 
evolved their own sub-species like the St. Kilda 
wren and the Scilly Islands shrew, who has 
white teeth and not scarlet-tipped like our 
shrews. This tendency to get sub-species from 
inbreeding, adaptation to local conditions and 
isolation is, of course, well known, and in the 
matter of the finches of the Galapagos Islands 
intrigued Darwin and is one of the trains of 
thought that runs through “The Origin of 
Species’. What does not seem to be so generally 
realized is that the general principle of a 
variety forming in isolation applies to man 
himself. In spite of waves of invasion and inter- 
breeding, these Islands of ours did evolve a 
race of men whose qualities, obstinacies and 
compulsions made him the most successful 
mammal colonizer ever known, in whose wake 
other mammals, birds, fishes, insects and plants 
have spread all over the world. Whether he still 
has these qualities, whether they have survived 
his industrialization, whether they have any 
function to perform now, and, if so, whether he 
would retain them if in fact he became part of 
the continental fauna again, are questions to be 
considered now. 
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ST. ANDREW’S HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—TuHE EARL, SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This private hospital receives patients, both male and female, suffering from nervous and mental disorders 


including alcoholism and senile illnesses. 


The fees range from fourteen guineas per week. Private rooms 


with special nurses can be provided, either in the hospital or in one of the villas in the grounds. The hospital 


is situated in 130 acres of pleasant grounds which provide all recreational facilities. 


golf course, sports ground, tennis courts, etc. 


These include a nine-hole 


WANTAGE HOUSE 


This is a separate reception unit to which patients may be admitted. It is opted for the complete 


investigation of nervous and mental disorders by the most modern methods. 


1 forms of treatment are 


available. It contains laboratories for biochemical, bacteriological and pathological phe 4 


MOULTON PARK 


Some two miles from the main hospital is the farm of approximately 600 acres. Occupational therapy 
is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, 


fruit growing, etc. 


BRYN-Y-NEUADD HALL 


The seaside home of the hospital is beautifully situated in a park of 330 acres at Llanfairfechan, amidst 
the finest scenery in North Wales. On the north-west side of the estate a mile of sea coast forms the boundary. 


Patients may visit this home for a short seaside change or for longer periods. 


bathing house on the seashore. 


The hospital has its own private 


For terms and further particulars apply to the Medical Superintendent (Telephone: No. 34354, North- 


ampton), who can be seen in London by appointment. 
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Ty Almacarb! 


TRADE MARK 


Almacarb is prepared from 
an aluminium hydroxide- 
magnesium carbonate co- 
dried gel made by an entire- 
ly new process. The result 
: a is a pleasant-tasting tablet, 
free hone grittiness, and producing rapid 
and sustained antacid action. Almacarb’s 
acid-neutralizing potential is not impaired by 
processing and storage. 
ALMACARB is presented as peppermint- 
flavoured tablets. 
Strips of ten foil-wrapped tablets in 
cartons of 40 tablets at 3/- and 200 at 12/-. 


Basic NHS prices subject to purchase tax. 


(BD | THE BRITISH DRUG HOUSES LTD - LONDON N.1 
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At the top of their form 





Children are naturally bursting with vitality. But when they do become 
listless, especially after illness or operation, Villescon Liquid is an excel- 
lent way to restore their joie de vivre. It refreshes their appetite, promotes 
better breathing, and quickly makes them anxious to run and play again. 
Children show no reluctance in taking Villescon Liquid either — they 


like its pleasant raspberry flavour. 


Eat better, Breathe better, Feel better 


VILLESCON' LIQUID 


1-phenyl-2-pyrrolidino-pentane hydrochloride with vitamins 
Manufactured and distributed in the U.K. by Pfizer Limited, Sandwich, Kent for 


C. H. BOEHRINGER SOHN - INGELHEIM am RHEIN 
Registered proprietors of the Trade Mark *Regd. Trade Mark 12079 
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This bed will be free sooner with Anabolex 


the protein anabolic compound 


ANABOLEX promotes return of appetite, increased weight and a sense of well-being 


Convalescence following serious and debilitating 
disease or major surgery can be shortened by the 
administration of Anabolex (androstanolone). 

Anabolex stimulates protein anabolism and 
increases the body’s capacity to replace lost 
protein. Patients feel better, eat better and gain 
weight. 

Anabolex is non-virilizing in therapeutic doses 
and is safe for patients of all ages and both sexes. 


Samples and literature will gladly be sent on request 





INDICATIONS: Middle aged or 
elderly debilitated patients. Con- 
valescence following major sur- 
gery, serious disease, or severe 
burns and traumata. Pre-surgical 
preparation. Senile, post-meno- 
pausal and corticosteroid-induced 
osteoporosis. Wasting diseases. 
Malnutrition and emaciation. 


PRESENTATION: Tablets each 
containing 25 mg. androstanolone 
in vials of 25, 100 and 250 at a basic 
NHS cost of 20/-, 70/- and 160/-. 


LLOYD-HAMOL LIMITED, 11 WATERLOO PLACE, LONDON S&.W.1 las 
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BAYER PRODUCTS - 


Franol eases the patient’s breathing 
by dilating the bronchioles and re- 
ducing mucous congestion. It helps 
the patient by freeing him from dis- 
tressing symptoms and allowing him 
to get unbroken rest at night. 

Since its introduction, the prescribing 
of Franol for the relief of bronchitis 
and asthma has increased every year. 
More and more doctors use Franol to 
relieve bronchial spasm in the treat- 
ment of these conditions. 

“We have tried out a considerable 
number of preparations, and the one 
which gives the best results is a com- 
pound of theophylline, ephedrine, and 
‘luminal’ marketed under the trade name 
of ‘Franol’ (Bayer)... . Its most striking 


Division of Winthrop Group Ltd - 





effect is in suppressing those nocturnal 

attacks which may occur night after 

night with clockwork regularity. ... It 

rarely has any side-effects, and the re- 

markable improvement in the patient's 

general condition ...ismost gratifying.’’* 
*The Practitioner, June 1948 


Wherever there is 
bronchial spasm 


FRANOL 


Each tablet contains: theophylline gr. 2 
Luminal gr. 1/8 ephedrine hyd. gr. 1/6 
Basic NHS cost of an average week's 

treatment (4 tablets a day) is 1/7d 





Surbiton-upon-Thames - Surrey 
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IAMOo-x 


ACETAZOLAMIDE *REGD. TRADEMARK 
for efficient dependable diuresis in cardiac oedema 


Tablets 250 mg. in bottles of 25, 100 and 1,000 
LEDERLE LABORATORIES 


T Jivision 
CYANAMID OF GREAT BRITAIN LTD. London W.C.2 
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FERROMYN 


for anaemia in pregnancy 


The value of Ferromyn in pre- 
and post-natal iron deficiency anaemias 
has been established. 


Of the organic iron salts available 
Ferromyn produces a superior haemoglobin 
rise—clinical trials show that a daily 
haemoglobi: response of 1-2% may be 
expected frou 1 tablet three times daily. 
Intolerance to Ferromyn is less than 1% 


Presentation 

Tablet, capsule and elixir. 

Formulae 

Ferromyn Ferrous Succinate 150 mg. 


Ferromyn ‘B’ Ferrous Succinate 150 mg. 
Riboflavin 1 mg. Nicotinamide 10 mg. 
Aneurine Hydrochloride 1 mg. 


Basic N.H.S. Cost 


Ferromyn tablets/capsules 
100—3/- plus P.T. 1,000—26/- plus P.T. 


Ferromyn elixir 
4 0z.—4/3 plus P.T. 80 0z.—78/- plus P.T. 


Ferromyn ‘B’ tablets/capsules 
100—3/9 exempt P.T. 1,000—32/6 exempt P.T. 


Ferromyn ‘B’ elixir 
4 0z.-4/6 exempt P.T. 80 02.-80/- exempt P.T. 


CALMIC LIMITED: CREWE: CHESHIRE 
Telephone: Crewe 3251 (7 lines) 
LONDON: 2 Mansfield Street, W.1. 
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Strepsils 


for the effective 
local treatment of 


throat infections 


FORMULA*: each lozenge contains 1.2 mg of Dybenal and 0.6 mg 
of amyl-meta-cresol *(British Patent No. 865672) 


BASIC N.H.S. PRICE: 1/5d per tin of 24 lozenges 
Literature and further information gladly sent on request 
BOOTS PURE DRUG COMPANY LIMITED - STATION STREET - NOTTINGHAM 
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in rheumatoid arthritis Radical remission . 
in 35% of patients good to excellent results 
in 70% of patients ReESOCHIN $ cucorosune vvosenars 


for rapid relief, precursor of long term remission 


ELESTOL 


“ RESOCHIN } SYMPTOMATIC COMPONENTS 


2 tablets t.i.d. 


. 


Elestol tablets, containing Resochin 40mg, aspirin 200mg and 


prednisone 0.75mg, in bottles of ages 150. Basic NHS prices 94 and 42 - respectively 


TRUSTEO MEDICINES FOR THE WORLO'S HEALTH 

FARBENFABRIKEM BAYER AG LEVERKUSEN SOLE DISTRIBUTORS IN THE UMITEO RINCOOM 
FBA PHARMACEUTICALS LTD 37-41 BEDFORD ROW LONDON WC! 
ELESTOL’ AMD ‘RESOCHIN ARE REGISTERED TRADE MARKS 
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‘Replacing . 
our old ally | 
morphine | 
and its |! 
derivatives’ 


Brit. med. J., 1960. 2, 138 
. 


PALFIUM 


(M.C.P.875) 








. Among the advantages of PALFIUM 
| (Dextromoramide) are: 
| Equally effective orally or parenterally. 
Analgesic effect often apparent within 10 
| minutes. Relieves pain without clouding 
consciousness or mental activity. Does 
Further information will | not cause constipation. Minimal risk 
gladly be sent on request. | of tolerance or addiction. Extremely low 
chronic toxicity. Available as tablets of 
| 5 mg. in packs of 25 and 100, also avail- 
able in ampoules of 5 mg. and 10 mg. 
| Dosage limited to 5 mg. initially, repeated 
as necessary. 


M.C.P. Pure Drugs Ltd., 


STATION WHARF, ALPERTON, MIDDLESEX 
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for mild sedation | ; | 


FORMULA Ecoch tablet contains 
Aneurine hydrochloride B.P. 5 mg. 


with nutritional Support — kitotainesr..  . | Se. 


Pyridoxine B.P.C.. . . . 2mg. 
The debilitated patient, whether recovering from severe ill- Nicotinamide B.P.. . . . 15 mg. 
| ness or operation or suffering from a chronic disease, is AE. - - - Se 
| a ae Phenobarbitone B.P. . . . 32mg. | 
greatly benefited by the addition of nutritionally generous (ter) 
supplements of vitamins of the B complex and ascorbic 
acid. Such patients often need also mild sedation. In designing the formula, it was necessary 


. ‘ . ‘ . to bear in mind the known antagonism 

A combination of the necessary vitamins with arelatively ween barbiturates and the vitamins 
low dose of phenobarbitone is now available as Tropenal. of the B complex, together witn the 
theoretical possibility that the effects 

might cancel each other out. But pre- 

liminary trials have shown that cn 


account of the varying speeds of act’on 
and other factors not fully understcod, 
the combination is clinically effective. 


INDICATIONS DOSAGE \ 
. : : , ° tablets daily. 
(1) Anxiety states with restlessness, especially associated Settee get of 100 a 500. 


| with hypertension, alcoholic withdrawal or peptic ulcer. For full details of prices and trade terms 
(2) Progressive illness in which insomnia is associated write for latest copy of the Vitamins 
with a need for the greatest nutritional support—e.g. ‘td Price List. 

















congestive heart disease, cachectic states. setteneh headin 
(3) During convalescence, to speed recovery by promoting In pry is pcogpeny + pee A pre- 
good appetite and a quiet frame of mind associated paration greater than, and in some 
with nutritional adequacy it is less than, that of the official 
= : ; equivalent preparation. There is no 
(4) Insomnia not induced by pain. official equivalent for some V.L. 
specialities. 
LY Ae ei O see ON (DEPT.C.v.2.) UPPER MALL, LONDON W.6. 
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Now more than ever 


the accepted standard! 







Chlorothiazide B.P.—the original 
and only official thiazide diuretic. 
Now selected by the Ministry of 
Health for universal use in hospitals 
throughout the country. 

Discovered and developed by the 
Merck Sharp & Dohme Research 
Laboratories, ‘Saluric’ (the original 
chlorothiazide) is manufactured 
entirely in England under the rigid 
controls for which MSD products are 
internationally famous. 


N 
‘Saluric’ is supplied as 0.5G. tablets, white, half-scored 4 
(Chlorothiazide Tabs. B.P.; Tab. Chlorothiaz. B.N.F.) 
‘Saluric’ is a regd. trademark. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Trade Mark 


(NOSCAPINE) 











High siesenvte Is 








. : CITED AS AN 
antitussive effect 
OUTSTANDING 
with a EXAMPLE OF A 
NON-ANALGESIC, 
+ - 
I oe de 
wide margin NON-ADDICTING 
ANTITUSSIVE 
of safety 
PREESEHAPTATtIGCORNS 
COSCOPIN LOZENGES COSCOPIN PAEDIATRIC COSCOPIN LINCTUS 
Catch-cover of 20 lozenges Bottles of 4 fl. oz. Bottles of 4 fl. oz. 
(114 ml.) and 2 litres (114 ml.) and 2 litres 


COSCOPIN PAEDIATRIC DROPS 
Bottles of 2 oz. (57 ml.) with graduated pipette inserted in screw cap 


ay EVANS MEDICAL LTD. 


LIVERPOOL AND LONDON 


738 
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SOFRAMYCIN NEBULISER 


tor ACUTE CORYZA 


nasopharyngitis 
sinusitis, rhinitis 


Staphylococcal 
nasal carriers 


Nasal Spray containing: — 


SOFRAMYCIN 12.5 mg. (1.25%) 
GRAMICIDIN 50 mcg. (0.005%) 
PHENYLEPHRINE HYDROCHLORIDE 


—N 2.5 mg. (0.25%) : 
ROUNSEL 
Lancet, i, 51 
1 , Lancet, ii, 1225 


LONDON N.W.10 
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It rests the ulcer 


It rests the gut 
EAL 
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Zacurin 


when your patients 


complain of pain, Zactirin, 


the new, safer analgesic 











Bottles of 10, and 100 tablets 
(each tablet contains 75 mg. 
ethoheptazine citrate plus 
325 mg. aspirin and 97 mg. 
calcium carbonate). 


LONDON 


PR.7.12.61 








| 











ANNOUNCEMENTS 


during the years of 


EXPLORATION 
OR MEDITATION 


in respiratory infections 


MIDICEL* - 


the single-dose-a-day sulphonamide 


TABLETS and SUSPENSION 


Tablets containing 

0.5 G sulphamethoxypyridazine 

Suspension containing 0.25 G N'-acety! sulpha- 
methoxypyridazine per 5 mi teaspoonful 


- 


ere 


+ 
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Soe Ste. 
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LONDON 





PARKE-DAVIS 


Telephone: HOUnslow 2361 = *Trade Mark 
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BUFFERIN 
RELIEVES RHEUMATIC 
AND ARTHRITIC 
PAINS 
WITHOUT CAUSING 
GASTRIC 
Un) 4 


BUFFERIN contains the exclusive combination ACTS TWICE AS FAST AS ASPIRG 
of anti-acids Di-Aluminate, preventing gastric will not upset the slomach 
distress even when taken in massive doses as for 


rheumatism and arthritis. : 

Clinical investigation at the Robert Breck BUFFE RI N 

Brigham Hospital in Boston showed that 70% er taley writelast 

of arthritics with proved intolerance to straight 

aspirin could take BUFFERIN without gastric dis 

tress. J.4.M.A., 158: 386, June 4, 1955. icrnsncna claro 
SPEED OF ACTION - surFERIN works twice as a 

fast as plain, non-soluble aspirin, The Lancet, 1 or 2 tablets, 3 or 4 fimes 

Feb. 6, 1960. Gaily, as needed 
BUFFERIN has no equivalent in the B.P. or ert 

National Formulary and is prescribable on E.C. Soldier 

10’s. 











Write for free samples: Dept $8 . Bristol-Myers Co Ltd . Stonefield Way . South Ruislip . Middlesex 
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SLEEP IS A RECURRING STATE OF INACTIVITY. AS con- 
sciousness is lost, the body experiences a decrease 
in responsiveness to events in its environment. 
More than a quarter of man’s life is spent asleep, 
and the importance of sleep is understood; yet 
sleep retains its mystery. 

In these days, many people complain that they 
have lost the ability to sleep well. But itis believed 
that a hot drink, when taken at night, can help to 
restore the gift of sleep. Since Horlicks Malted 
Milk is not only a palatable hot drink but also a 
partially pre-digested food, it is particularly effec- 
tive in encouraging the right kind of sleep. 
Horlicks sleep means sound sleep. 


HORLICKS 
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do you 
consider 
the 


... When you prescribe steroid therapy 
with hydrocortisone cream? 


Experience has indicated that the vehicle 
employed in the topical treatment of 
dermatological conditions may be as important 
as, or even more important than the 
medicament which it contains 

(The Practitioner 1960, 184. 610). 





Lacto-Calamine, the vehicle for hydrocortisone 
in Cortoderm and Cortoderm-N is cooling, 
astringent and antipruritic. It is cosmetically 
acceptable and has stood the test of time. 


CORTODERM CORTODERM-N 


10g tubes containing in a cream base of 10g tubes containing 


hydrosortisone covets SUDA EUILL EY hvarccortisone acetate 
basic NHS cost with 0°5% neomycin sulphate 


2/11, 3,9, 6/3 4/2, 5/-, 7/6 
S) THE CROOKES LABORATORIES LTD - PARK ROYAL , LONDON NW10 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DIISOAVe 
in water 





SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
{neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 

ect. 


coopis. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture: 


SOLPRIN 12/6 cCoODIs 25/- CAFDIS 16/- 


Literature and clinical samples available from: 
RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 
® 
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, two 

GASTRIC ANALYSIS 2 Same patients as in first graph, 

po A aap hen ey Nour), Note the seturn of 
king Nulacin tablets ( > 

Scidity when Nulacin ts discontinued. 


"Nalacin bas vvolationiedl tht = 


“ 


of a Proc. R. Soc, Med., 1958, $1, 1063 


Nulacin tablets, dissolved slowly 
in the mouth, provide intragas- 
tric milk-alkali drip therapy, ob- 
viating the necessity for a tube. 
Treatment is easy and conveni- 
ent for the ambulant as well as the 
bedridden patient. Nulacin may 
be relied on to provide an effective 
treatment for peptic ulcer as well 
as other conditions associated 





with gastric hyperacidity. No un- 


desirable side effects occur and no 
cases of alkalosis or acid rebound 
due to Nulacin have ever been 
reported. The safety and effec- 
tiveness of Nulacin therapy has 


been proven by in vivo clinical 
work carried out in many 
countries. 


Nulacin tablets have no B.P. 
equivalent. The basic N.H.S. price 
of the 25-tablet tube is 2/-. 


NOLACIN is a Horlicks pharmaceutical product 


For further information please write to: 


HORDES IVE PHARMACEUTICAL DIVISION, SLOUGH, BUCKS 
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The new 
oral, acid-stable 
penicillin att 


‘PENSPEK’ 


POTASSIUM PHENOXYBENZYLPENICILLIN : 





roduc 


2.5 0 


. h 


(any THE DISTILLERS COMPANY (Biochemicals) me 





. Owners of the trade mark ‘PENSPEK’ 
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HIGH BLOOD LEVELS 
EFFICIENT ABSORPTION 
LONG DURATION 








PENSPEK’ tablets 


Available in one strength only—125 mg. Dosage: One 


ublet six to eight hourly. Basic N.H.S. Cost of 12 tablets 








fom a dispensing pack of 100-7s. 1d. 


ENSPEK’ syrup 


tesented as granules to which 36 ml. water is added to 





oduce a palatable syrup. Each 5 ml. teaspoonful contains 


2.5 mg. Dosage: One or two 5 ml. teaspoonfuls six to 





ight hourly according to age. Basic N.H.S. Cost for 12 
ose bottle of 60 ml. (2 fl. oz.)—6s. 8d. 


MITE 


toadway House, The Broadway, Wimbledon, London, S.W.19. Tel. LIB 6600 


PPH 3061 
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Evil 











OLOXENE: 


is solelyananalgesic 


A dose of 65 mg. three or four times daily gives 
prompt relief of moderate to severe pain. There 
are no side-effects on normal dosage. Tolerance 
and addiction do not develop. 

‘Pulvules’ ‘Doloxene’ brand Dextropropoxyphene 
Hydrochloride are available in strengths of 32 
mg. and 65 mg. 


*Trade Mark 
LILLY AND COMPANY LIMITED BASINGSTOKE ENGLAND 











if9 
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“Further outlook; widespread sleet and fog, continuing very cold” 


‘ICIPEN’ in Chronic Bronchitis 
and other winter ailments 


‘‘The nearest approach to the activity of penicillin G against 
important pathogenic organisms such as haemolytic streptococci 
and pneumonocci is that of penicillin V.’’ Brit. med. 7., 1960, ii, 1695. 


This recent study confirms that penicillin V retains a — 

prominent place in the oral treatment of penicillin- 

sensitive infections. IPEN TABLET 
‘Icipen’ tablets provide effective therapy for all these 1c ¥ s 

infections. The tablets each contain 300 mg. potassium In pects '2, amend 500 


penicillin V and, taken thtee times a day, they provide | ICIPEN SYRUP 
therapeutic blood levels adequate for treatment. F 
aan a Y ; / ach teaspoonfal ($ ml.) contains 
Icipen’ tablets are ideal for long-term prophylaxis as in | 150 mg. penicillin ¥ as potassium 


; itis. The basi %e salt. Available im Bottles of 30 and 
chronic bronchitis. The basic N.H.S cost of one day’s 60 ml. Basic NAELS. cost 4/3d. and 


prophylaxis, namely 1 tablet twice daily, is 1/64d. This 6/11d., respectively. 
represents a substantial saving in cost compared with 
other antibiotics. 


‘ICIPEN’ is easily remembered, easily written and only one strength of tablet is supplied. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
Ph. 105 








‘...onhis choice depends 
the safety and the health of 


the whole state” 
Hamlet 


* 
SULPHAMETHOXYPYRIDAZINE REGD. TRADEMARK 


Ze LEDERLE LABORATORIES 








AOEMARE 


division of CYANAMID OF GREAT BRITAIN LIMITED, London, W.C.2 





a 
i ¥ Dual Purpose 
B E N G U E S Bengué's Balsams are famous for the fast 
= . and lasting relief they give to aching 
muscles: they are also remarkably effective 
isy-\ nS A M S as an inhalant in the treatment of 
+ respiratory embarrassment. Both 
preparations the original and the new 
@) M F contain a high proportion of menthol and 
when a small quantity is dropped onto 
boiling water a soothing and penetrating 
A Cc Vevolo) Ol ani-wrerelanvclalicval ih mmelaeye lv Letsxe! 
| | N G ‘. : PRESCRIBABLE ON FORM E.C.1( 
basic NHS cost: 
° Bengué’s Balsam and _ =! oz &nd 1 oz tubes 
NI U E L ES New Bengué's Balsam 1 5)d and 233d 
Bengueé & Co Ltd 
Mount Pleasant Wembley Middlesex 


4 BG & 


>» 
5 
9 








ANNOUNCEMENTS A 137 


Anturan 


Specific uricosuric 
agent for the long term 
treatment of 

chronic gout 











Initial Control Dosage 

400-600 mg daily in divided doses after food 
Maintenance Dosage 

200-400 mg daily in divided doses after food 
Anturan is 1,2-Diphenyl-3,5-dioxo-4-(2'-phenyl- 
sulphinylethy!)-pyrazolidine 

Containers of 100 x 100 mg tablets 


Geigy Pharmaceutical Company Ltd. 
Manchester 23. 
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Delta- 
Butazolidin 





Combined low dosage 
antirheumatic 
Minimizes the risk of 
hormonal imbalance 


Availability: 

Tablets containing 50 mg Phenylbutazone 
B.P.C., B.N.F. and 1.25 mg Prednisone B.P. 
in containers.of 30,150 and 500. 


Geigy Pharmaceutical Company Ltd., 
Wythenshawe, Manchester 23. 


Geigy 











PH 206 
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When a patient asks you about family planning 


Over 70%, of your married patients believe some form of contraception to be essential 
to the harmony of their married lives—yet few are fully aware of the facts. More and 
more they turn to their doctor for advice. To assist you several special booklets have 
recently been published: A Married Woman’s Views on Contraception; Fertility 
Control in General Practice; The Condom as a Contraceptive; Diaphragm or Pro- 
tective ?; The Case against Coitus Interruptus ; and Modern Contraceptive Technique. 
Also for patients there is the new Modern Family Planning booklet. To obtain copies 
of these, please write stating titles and quantities required to Medical Division 
(Dept. 306), London Rubber (Industries) Ltd., Hall Lane, London, E.4. 
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N 


When you are consulted about bequests for medical work 
that deserves support, please remember the work of the 
Imperial Cancer Research Fund. This pioneer body in 
Cancer Research was founded by the Royal Colleges of 
Physicians and Surgeons specially to undertake this vital 
work in its own laboratories. It has no official grants and 
is entirely supported by voluntary contributions. Please 
help us when you can. 


Suggested wording for Bequests 
‘I hereby bequeath the sum of... pounds free 
of duty to the Imperial Cancer Research 

Fund, Lincoln’s Inn Fields, WC2 

for the purpose of scientific 

research, and I direct that the receipt 

of the Honorary Treasurer shall 





. Patron: 
be a good discharge for such legacy’. Her Majesty The Queen 


IMPERIAL CANCER RESEARCH FUND 


WRITE FOR FURTHER INFORMATION TO 
A. DICKSON WRIGHT, ESQ., m.s., F.R.C.s., 
C.R.F 61 IMPERIAL CANCER RESEARCH FUND 
49 LINCOLN’S INN FIELDS, LONDON WC2 
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Report of Council 


I.—PROGRESS DURING THE PAST YEAR 
The Eighth Annual General Meeting 


The eighth annual general meeting of the College was held in the Great 
Hall of B.M.A. House in the afternoon of 1gth November 1960, with 
Dr Annis Gillie (Chairman of Council) presiding. About 250 members and 
P associates attended. 

Dr G. F. Abercrombie (London) was unanimously re-elected President. 

The election of Sir Harry Jephcott as an honorary fellow of the College 
was approved unanimously. 

The Eighth College Council was appointed, consisting of 35 faculty 
representatives and 12 elected members, of whom four were re-elected to 
serve for another three years—Drs Annis Gillie (London), I. D. Grant 
(Glasgow), J. H. Hunt (London) and A. Talbot Rogers (Bromley, Kent). 

The Butterworth Gold Medal was presented to Dr G. L. Hindson 
(Northumberland) for an essay entitled Television and Health. 

Certificates for 16 Upjohn Travelling Fellowships (up to £200 each) 





4 were presented to the following members of the College: 
S. N. Cole (Guildford), J. L. England (Dublin), M. E. Gordon (Plymouth), 
C. W. Grant (Pitlochry, Perthshire), R. Guest Gornall (Stockton Heath, Cheshire), 
, L. S. Henry (Trowbridge, Wiltshire), Agnes T. Kennie (Paignton, Devon), David 
| Kyle (Brecon), Alfred Model (Stockport, Cheshire), P. G. Murphy (Co. Down, 
| Northern Ireland), P. O’Brien (Warrington, Lancs), H. R. Playfair (Plymouth), 
L. D. Rutter (Great Yarmouth), H. T. N. Sears (Holmes Chapel, Cheshire), 
| C.G. W. Sykes (Huddersfield), T. E. T. Weston (London). 
Six Public Welfare Foundation prizes (£40 each) were handed by the 
President to the following final-year medical students: 
oo Jean M. Draper (Manchester University Medical School), N. E. Jensen (Guy’s 
. Hospital Medical School), I. L. Mackenzie (Sheffield University Medical School), 
Margaret Ogden (Manchester University Medical School), B. A. Wharton (Bir- 
3 mingham University Medical School), and Janet M. Young (Edinburgh University 
16 Medical School). 
18 Two Special Resolutions—concerning Incorporation of the College and 
22 the Research Foundation—proposed on behalf of Council by the chairman 
33 were carried unanimously (see pages g and 31). 
34 
. The Seventh James Mackenzie Lecture 
3 


On the morning of the annual general meeting, Dr Lindsey W. Batten, 


p who had lately retired from general practice in Hampstead, delivered the 
41 Seventh James Mackenzie Lecture to an audience of about 300 members 
42 and associates, their friends and families, including several consultants and 
43 other leading personalities in the profession. The title of his address was 


45 The Medical Adviser (The Practitioner, 1961, 186, 102; }. Coll. gen. Pract., 
47 1961, 4, 5). 
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At the end of his lecture, the whole audience rose to its feet in spon- 
taneous appreciation of this charming, scholarly and altogether delightful 
talk by a gentle, sensitive and kindly man who must have helped a great 
many people in his time. 


Membership 
During the year there have been 458 admissions (225 members, 228 
associates and 5 corresponding associates). The total number of those 
belonging to the College is now 5,890 (17 honorary fellows, 3,842 members, 
2,000 associates and 31 corresponding associates). Former associates 
proceeding to membership during the year have numbered 49. 


Regional Faculties 
There are now 36 regional faculties of the College at home and overseas. 
The Northern Transvaal Faculty, with headquarters in Pretoria, held its 
inaugural meeting on 13th September 1961. Application has been received 
for a faculty to be formed in Uganda. 


The College in New Zealand 

The Council of the College in New Zealand and the four faculties there 
are thriving (see page 45). The outstanding event of the year was the 
second Biennial Conference, in conjunction with the British Medical 
Association, which was held in Auckland from 5th to roth February 1961. 

Once again the College assumed joint responsibility for arranging the 
subjects and speakers for the Section of General Practice. The conference 
was well attended by about 500 doctors and their wives. Dr J. H. Hunt, 
who had been invited by the B.M.A. to be President of the Section of 
General Practice, was asked to speak on a number of occasions. He was 
invited to attend a meeting of the New Zealand Council, was able to visit 
all four faculties of the College in New Zealand, and was taken to see 
several practice premises and small general-practitioner hospitals in both 
North and South Island. 


Interim South African Council 
The terms of reference of the interim South African Council were agreed 
and are given on page 47. Council decided that the position of the faculties 
of the College in South Africa would be unaffected by that country’s 
decision on 31st May 1961 to become a Republic outside the Common- 
wealth. Their relationship to the College would be the same as that of the 
faculties in the Republic of Ireland. 


Irish Council of the College 
During the year consideration has been given by the Northern Ireland 
Faculty and by the three faculties in the Republic of Ireland to the forma- 
tion of an Irish Council of the College. 
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Co-operation with Other Bodies 
Among the great number of public bodies with which the College has 
co-operated during the year are: 


THE AUSTRALIAN COLLEGE OF GENERAL PRACTITIONERS. The closest and 
most friendly liaison exists with the Australian College. In the spring 
Dr J. H. Hunt was able to visit Melbourne, Tasmania, Sydney and Bris- 
bane, where he met many members of the Victoria, Tasmania, New South 
Wales and Queensland Faculties of the Australian College. 

On 3rd March, at a special general meeting of the New South Wales 
Faculty, he was admitted an honorary fellow of the Australian College by 
the President and presented with its gown. 

Council would also like to thank the Australian College of General 
Practitioners for a framed picture of the Great Hall of the University of 
Sydney, in which the inaugural meeting of the Australian College took 
place on 20th March 1959, and for a picture of its new headquarters. 

THE COLLEGE OF GENERAL PRACTICE OF CANADA has invited the College 
to send representatives to an International Conference of Organizations of 
General Practitioners to be held in April 1964. 

VISITORS FROM Overseas. During the year Council was pleased to wel- 
come Dr R. H. Wiseman (a member of the Kenya Faculty Board), Dr 
J. M. Last (Adelaide), and Dr J. C. Yeatman (Adelaide), who has been 
awarded the first Nuffield Travelling Fellowship for General Practitioners 
in the Commonwealth of Australia. 

THE Ministry OF HEALTH. The College submitted evidence to the Joint 
Committee on Health Education of the English and Scottish Health Ser- 
vices Councils (chairman, Lord Cohen of Birkenhead); and a memorandum 
on The Part to be played by General Practitioners in the Future Development 
of Accident Services in the United Kingdom and Eire was sent to the Sub- 
committee on Casualty and Accident Services of the Standing Medical 
Advisory Committee (chairman, Sir Harry Platt). The College has also 
been invited to submit evidence to the Ministry on the Standardization of 
Medical Records. 

The College was invited to nominate one of its members to represent 
the Ministry of Health at the conference of the World Health Organization 
on The Training of the Doctor for his Work in the Community. Dr D. L. 
Crombie was appointed (page 6). 

The College was also asked to nominate a general practitioner to serve 
on the Public Health Laboratory Service Board: Dr G. I. Watson’s name 
was forwarded. 


THE RoyaL COLLEGE OF PuysiciANns. Sir Robert Platt, P.R.C.P., invited 
Dr G. F. Abercrombie to discuss with Sir Arthur Porritt, P.R.C.S., Sir 
James Paterson Ross, and Mr A. C. H. Bell, P.R.C.O.G., the training of 
young doctors in junior hospital posts, with a view to making recommenda- 
tions to the Ministry of Health. 
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THE Roya COLLEGE OF SuRGEONS. Dr J. H. Hunt was co-opted to the 
Council of the Royal College of Surgeons for a further year as the member 
representing general practitioners. 

The College is greatly indebted to the Council of the Royal College of 
Surgeons for allowing the use of its library for the College’s photocopying 
service and for housing its photocopying apparatus. 

THE RoyaL COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS. Drs E. B. 
Hickson, A. E. de la T. Mallett and J. C. T. Sanctuary attended, as repre- 
sentatives of the College, a meeting at the Royal College of Obstetricians 
and Gynecvulogists on 11th May 1961 to discuss general-practitioner 
maternity units and their relationship to specialist maternity units. 

Tue BritisH Mepicat AssociaTION. Close liaison has been maintained 
with the British Medical Association and several items have been referred 
to the General Medical Services Committee of that Association: (1) the 
National Council of Social Service Working Party’s memorandum on the 
need for observation concerning committees and organizations working on 
matters related to the general practice of medicine without consulting general 
practitioners or other qualified persons knowledgeable in this subject; 
(2) evidence to the Ingleby Committee on Children and Young Persons 
concerning cases of suffering and neglect; (3) general practitioners and the 
hospital service; (4) the numbering of council houses; and (5) obstetric 
courses for general practitioners. 

The College is represented on the B.M.A.’s Committee on Education in 
Obstetrics by Drs E. B. Hickson and Mary Hellier; and on the Trainee 
General-Practitioner Scheme Advisory Committee of the General Medical 
Services Committee by Drs K. M. Foster and R. M. S. McConaghey. 

The Chairman and Vice-Chairman of Council attended as observers 
two meetings of the representatives of the British Medical Association on 
the Joint Working Party of the Ministry of Health and the B.M.A. on 
Differential Payments for General Practitioners. 

Tue MepicaL RESEARCH CounciL. A joint meeting between members of 
the Medical Research Council’s Committee for Research in General Prac- 
tice and of the Research Committee of Council was held at college head- 
quarters on 16th February 1961, under the chairmanship of Sir Robert 
Platt, when many subjects of mutual interest in the planning of future 
co-operation in the field of general-practitioner research were discussed. 

THe Wor_p HEALTH ORGANIZATION. The conference on The Training of 
the Doctor for his Work in the Community, organized by the Regional Office 
for Europe of the World Health Organization, and held in Edinburgh 
from 21st to 29th September 1961, was attended by Dr D. L. Crombie 
who was nominated by the College to represent the Ministry of Health at 
the conference, and by Dr Richard Scott. 

Tue Mepicat Services Review CoMMITTEE. Six members of the College 
Council serve on this committee, under the chairmanship of Sir Arthur 
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Porritt—Drs G. F. Abercrombie, I. D. Grant, J. Fry, H. L. Glyn Hughes, 
J. H. Hunt and G. Swift. The Council of the College replied to a ques- 
tionary forwarded by the committee in December 1960. 

THE ACCIDENT SERVICES REVIEW ComMMITTEE. Drs R. Cove-Smith and 
J. H. Hunt were re-appointed as college representatives on this com- 
mittee, under the chairmanship of Mr H. Osmond-Clarke. A memo- 
randum on The Part to be played by General Practitioners in the Future 
Development of Accident Services in the United Kingdom and Eire was 
submitted to that committee in December 1960. 

THE RoyaL COLLEGE OF NursING. A joint committee consisting of 
representatives of the Royal College of Nursing and of the College of 
General Practitioners has been established with terms of reference: “To 
advise and assist the Councils of the two Colleges on all matters of mutual 
interest’. The College is represented by Drs R. Harkness, J. P. Horder, 
R. M. S. McConaghey, R. J. F. H. Pinsent, Richard Scott, R. A. Murray 
Scott and George Swift. The first task of the joint committee has been 
the revision of the pamphlet The Health Visitor and the Family Doctor, 
which was published in the Nursing Times and in the Journal of the College 
(Ff. Coll. gen. Pract., 1961, 4, 304). 

A symposium on the same subject held jointly by the Royal College of 
Nursing, the College of General Practitioners, and the Society of Medical 
Officers of Health, took place on 28th October 1961 at the Wellcome 
Institute, Euston Road, London, N.W.1. 


THE QUEEN’s INSTITUTE OF DistTRIcT NursinGc. Dr J. P. Horder was 
re-appointed college representative on the Council of the Queen’s Institute 
of District Nursing, and Dr B. H. Pentney was appointed to represent the 
College on its Education Committee. Dr B. Spencer (Burnley, Lancs) 
was nominated to serve on the working party of the Queen’s Institute to 
study the Training and Work of the State-Enrolled Assistant Nurse. 

THE RoyaL SOCIETY FOR THE PROMOTION OF HEALTH. Drs R. Harkness 
and R. J. F. H. Pinsent represented the College at the annual congress of 
the Royal Society of Health held in Blackpool from 24th to 28th April 1961. 

The Royal Society of Health invited the College’s co-operation in com- 
piling its Health Careers Guide; information on general practice as a career 
was forwarded. 

THe CuurcHes’ Councit oF Hearinc. Dr Sylvia Chapman (college 
representative on the Churches’ Council of Healing) attended the annual 
general meeting on 26th October 1960 and the conference on Stress in 
Modern Life held on 24th and 25th October. 

Tue British Mepicat StupeENts’ AssociaTION. Close liaison has been 
maintained between the College and the British Medical Students’ Asso- 
ciation; Mr J. A. H. Bootes (President of the Association) and Mr Iain 
MacLean (Education Officer) serve as co-opted members of the Under- 
graduate Education Committee of Council. They both spoke at the con- 
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ference on undergraduate education held on 7th May, at which other 
student representatives were also present. 

Dr G. F. Abercrombie has accepted an invitation to become a Vice- 
President of the British Medical Students’ Association Trust. 


THE BRITISH POSTGRADUATE MEDICAL FEDERATION OF THE UNIVERSITY 
oF LonpoN has once again co-operated closely with the College in its work 
on postgraduate education, and Council is most grateful to Sir James 
Paterson Ross (Director of the Federation) and his colleagues for all 
their help. 

THE LONDON SCHOOL OF ECONOMICS AND POLITICAL SCIENCE. Following 
discussions between the College and the London School of Economics 
and Political Science, a course on Social Medicine and the Family Doctor 
is being held at the School on 21st and 22nd November 1961, and has been 
included in the programme of the British Postgraduate Medical Federation. 

THE ASSOCIATION FOR THE STuDY OF MepicaL EpucaTion. Drs H. L. 
Glyn Hughes and J. H. Hunt attended as college representatives the con- 
ference on The Functions and Structure of the Teaching Hospital, held on 
znd December, 1960. Dr Richard Scott was there also as a member of an 
executive council. 

THE Society OF MepIcAL OrFIcers OF HEALTH. The Society cooperated 
with the College and with the Royal College of Nursing in arranging the 
conference on The Health Visitor and the Family Doctor on 28th October, 
1961. 

THE WorRSHIPFUL SOCIETY OF APOTHECARIES. Dr R. M. S. McConaghey 
has succeeded Dr J. P. Horder as college representative on the Faculty of 
the History of Medicine and Pharmacy of the Society of Apothecaries. 

THE NATIONAL ASSOCIATION FOR MENTAL HEALTH. Dr H. S. Pasmore 
was appointed college representative on the Council of the National Asso- 
ciation for Mental Health. 

THE INSTITUTE OF ACCIDENT SURGERY, BIRMINGHAM. Discussions have 
taken place regarding the possibility of a conference on The Initial Manage- 
ment of Injuries, to be arranged jointly between the Institute of Accident 
Surgery and the metropolitan and home counties faculties of the College 
in the spring of 1962. 

THE BritisH Rep Cross Society. The Council is greatly indebted to the 
British Red Cross Society for its help in the preparation of the College’s 
language cards for medical history-taking. 

THE INTERNATIONAL PsycHOsOMATIC CANCER Stupy Group. Dr W. G. 
Tait is college representative on the International Psychosomatic Cancer 
Study Group. 

THE ASSOCIATION OF MepicaL REcorps Orricers. Dr T. S. Eimerl was 
appointed college representative on the working party of the Association of 
Medical Records Officers to study medical records as applied to hospital, 
local authority and other bodies. Council was consulted with regard to the 
introduction of a standard-sized discharge letter for use by hospitals. 
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THE BRITISH RHEUMATISM & ARTHRITIS ASSOCIATION. Dr W. T. West- 
wood is college representative on the Advisory Council of the British 
Rheumatism & Arthritis Association. 

THe Locat MepicaL COMMITTEE FOR THE COUNTY OF LONDON. The 
College was represented by Drs H. L. Glyn Hughes, J. H. Hunt, E. A. W. 
Marien, and J. W. Osborne in discussions with the Local Medical Com- 
mittee for the County of London concerning the Charing Cross Hospital 
General-Practitioner Annexe. 

THE RoyaL Mepico-PsycHOLoGicaL ASSOCIATION. Discussions are 
taking place with representatives of the Education Committee of the Royal 
Medico-Psychological Association regarding courses in psychiatry for 
general practitioners. 

THE NUFFIELD FouNpDATION. Drs G. F. Abercrombie, G. Swift and 
G. I. Watson served on the selection committee for the Nuffield Founda- 
tion’s overseas travelling fellowships for general practitioners. The first 
three fellowships were awarded to Drs M. B. Lennard (Bristol), R. A. B. 
Rorie (Dundee) and P. A. 'T. Wood (Ipswich). 

THE British Heart FounpaTion. Dr D. G. French continues to 
represent the College on the British Heart Foundation. 

THE INTERNATIONAL COLLEGE OF Mepicat Practice. Dr C. W. Kidd, 
a member of the College, conveyed greetings from Council to the congress 
of the International College of Medical Practice, held in Salzburg from 
11th to 14th September 1961. 

THE NATIONAL BirtHDAy Trust. Dr E. B. Hickson continues to repre- 
sent the College on the National Birthday Trust. The material gained in 
the Perinatal Mortality Survey is now being analysed. 

THE CHEST AND Heart AssociaTION. The College has been invited to 
send representatives to the Health and Tuberculosis Conference being held 
by this Association in Ibadan, Nigeria, from 26th to 31st March 1962. 
Dr K. M. Cobban (Ibadan) has accepted the invitation of Council to attend. 

CAMBRIDGE UNIVERSITY PosTGRADUATE MeEpiIcaL ScHooL. The College 
was represented by members of the East Anglia Faculty at the opening of 
the new lecture theatre for the Postgraduate Medical School at Adden- 
brooke’s Hospital on 16th June 1961. 

NorTH STAFFORDSHIRE Mepicat INstiTuTE. The College is represented 
by Dr D. G. French on the s‘oundation Council of the North Staffordshire 
Medical Institute. 

Other Council News 

INCORPORATION OF THE COLLEGE. At the annual general meeting of the 
College on 19th November 1960, the following Special Resolution con- 
cerning Incorporation of the College was carried unanimously: 

‘That approval is hereby given to the incorporation of a company limited by 
guarantee and not having a share capital under the name “The College of General 
Practitioners” (below called ‘‘the incorporated College”) with a Memorandum and 


Articles of Association in the form or substantially the form of the proof print laid 
before this Meeting and for the purposes of identification signed by the Chairman 
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of the Meeting and including in particular provisions whereby every member or 
associate of the College shall (without any added liability as regards entrance fees 
and subscription) be entitled to become a member or associate, as the case may be, 
of the incorporated College and whereby the existing President, Council, Scottish 
Council, Overseas Councils, Faculties and Sub-Faculties respectively of the College 
shall become President, Council, Scottish Council, Overseas Councils, Faculties 
and Sub-Faculties respectively of the incorporated College; and that the Council 
be and are hereby authorized (following the incorporation of the incorporated 
College) to admit the incorporated College as a member of the College and there- 
upon the membership of all other members of the College shall ipso facto cease 
and determine and all the members of the Council shall vacate office and the 
incorporated College shall be and become the sole member of the College and 
shall manage the affairs of the College, and the new Articles of Association laid 
before this Meeting and for the purposes of identification signed by the Chairman 
of the Meeting shall be and become the Articles of Association of the College in 
substitution for and to the exclusion of all existing Articles of Association; and 
that upon the incorporated College becoming the sole member of the College the 
Memorandum of Association of the College shall be altered by inserting at the end 
of clause 3 thereof the words ‘“‘Provided further that the whole or any part of the 
assets of the College may at any time and from time to time be transferred to the 
College of General Practitioners incorporated under the Companies Act, 1948, 
with the same object as that of the College’; and that at any time and from time 
to time thereafter the assets of the College or any part thereof may be transferred 
to and vested in the incorporated College to be applied towards the promotion of its 
object (such object being identical with that of the College)’. 


On 8th February 1961 the Board of Trade approved the incorporation 
of the College of General Practitioners as a limited company under the 
Companies Act, 1948, the word ‘Limited’ being omitted by licence of the 
Board of Trade. This Incorporation of the College is a most important 
step in its development. New Memoranda and Articles of Association 
and Bye-iaws have been printed, and copies may be obtained on application 
to college headquarters. 

CoLLEGE Coat or Arms. Council agreed in March 1961 upon the design 
for a coat of arms, and the College of Arms was asked for its approval to 
a grant of arms to the College of General Practitioners. The words of the 
blazon with a photograph of the arms are reproduced on page 34. 

ADDITIONAL MEMBERS OF CoUNCIL. At the first meeting of the Eighth 
College Council, Drs J. F. Burdon, W. V. Howells and L. Lamont were 
appointed additional members of Council under Article 31 of the unincor- 
porated College; and at the second meeting of the first Council of the 
incorporated College Drs H. H. A. Elder and H. N. Levitt were also 
appointed additional members, under Article 43 of the new Articles of 
Association. 

Provosts OF Facu.ties. Council would like to thank the following 
provosts of faculties who retired last year for all they have done to help 
the College during their terms of office: F. Moor (East Anglia), R. M. S. 
McConaghey (South-west England), K. M. Foster (North Midlands), 
A. Fullerton (Yorkshire), J. M. Henderson (East Scotland), George Swapp 
(North-east Scotland), P. D. Thomson (North Scotland), J. M. Hunter 
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(Northern Ireland), A. B. Jameson (Auckland), R. E. Ballantyne (Otago), 
and H. P. Forster (Witwatersrand). 

COLLEGE HEADQUARTERS. Through a generous donor, Mr Reginald 
Graham, arrangements have been completed for the renewal of the lease 
of 41 Cadogan Gardens, London, S.W.3, which was due to expire in 1964. 

MATTERS REFERRED TO COUNCIL BY THE EIGHTH ANNUAL GENERAL MEET- 
ING. After full discussion Council decided that (1) future annual general 
meetings of the College should be held in London, and that one general 
meeting should be held outside London each year on the invitation of a 
faculty and at the time of one of the symposia; (2) plans should be made for 
the setting up of an 8 mm. medical film library; and (3) publication of the 
first seven James Mackenzie Lectures in one volume should not be arranged 
at present. 

Honours CONFERRED ON MEMBERS OF THE COLLEGE. Council learned 
with pleasure of the knighthood conferred on Dr H. Guy Dain (a member 
of the College) in the Birthday Honours List, in which the Chairman of 
Council, Dr Annis Gillie, received the O.B.E. In the New Year Honours 
List, Dr Isabel Wilson was designated C.B.E. and Dr R. G. Gibson received 
the O.B.E. Other awards of the O.B.E. in the Birthday Honours List were 
made to Dr J. G. Ollerenshaw (a former member of Council) and to 
Dr E. Scott (South-east England Faculty). 

In July 1961, Dr I. D. Grant (immediate past-President of the College) 
was elected Chairman of Council of the British Medical Association. The 
close and friendly co-operation between the College and the British Medical 
Association which has existed since the foundation of the College nine 
years ago will be further strengthened by this appointment. 

THE JAMES MACKENZIE MEDAL OF THE ROYAL COLLEGE OF PHYSICIANS 
OF EDINBURGH was awarded to Dr G. I. Watson. 

Dr GeorcE SwapP was awarded the honorary degree of Doctor of Laws 
by the University of Aberdeen. 

THE SiR CHARLES HasTINGS CLINICAL PRIZE OF THE BRITISH MEDICAL 
ASSOCIATION was awarded to Dr C. R. Kay (Manchester) for his essay on 
The Epidemiology of Staphylococcus Aureus in the Home. 

THE CHARLES OLIVER HAWTHORNE PRIZE was won by Dr E. J. R. Prim- 
rose (Brora, Sutherland); his essay was entitled 4 Socio-psychological Study 
of a Community. 

THE E1GHTH JAMES MACKENZIE LECTURE will be given on the morning 
of 25th November 1961 by Dr Annis Gillie, who has chosen for her title 
James Mackenzie and General Practice Today. 

THE BUTTERWORTH GOLD MepaL Essay ComPETITION. Future Trends in 
General Practice was the title for the 1961 essay competition, the result of 
which will be announced at the annual general meeting on 25th November 
1961. The Evaluation and Management of Backache is the subject for the 
essay in 1962, and What I Mean by the Personal Doctor for 1963. 

THE MepIcaL RECORDING Service. A certificate of merit was awarded to 
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the exhibit entered by Drs John and Valerie Graves on Audio-visual Teaching 
in General Practice (College of General Practitioners Medical Recording 
Service and Sound Library) at the B.M.A. meeting at Sheffield in July 
1961, which was judged to be the exhibit of the highest teaching value. 
This exhibit will form part of a Travelling Exhibition organized by the 
B.M.A. which will be shown at various universities during the autumn of 
1961. 

COLLECTION OF ITEMS OF INTEREST BELONGING TO EMINENT GENERAL 
PRACTITIONERS. Council would be pleased to learn of items of interest 
belonging to eminent general practitioners to add to the collection that is 
being formed. 


Mon tTerioreE HospitaL, NEw YORK: SUGGESTED TRAVELLING FELLOW- 
SHIPS FOR STUDENTS. Council approved a proposal for students to receive 
travelling fellowships to enable them to study at the Montefiore Hospital, 
New York; and the Undergraduate Education Committee offered its help 
in selecting the students, provided that funds could be found to meet their 
travelling expenses. 


CoLLece CurisTmas Carbs. Christmas cards giving an artist’s impression 
of college headquarters were on sale in 1960 and the profit was given to 
the appeal fund. Orders for cards for Christmas 1961, depicting the 
College’s Coat of Arms, may be placed with the secretary of the College. 


CoUNCIL AND Provosts’ Dinner. The biennial dinner given by Council 
and the provosts of faculties will take place on Friday, 24th November 
1961, in the Great Hall of the Society of Apothecaries. 


Dr G. S. Apams. Council is greatly indebted to Dr G. S. Adams (Hon. 
Secretary of the Practice Equipment & Premises Committee) for his 
untiring work in giving advice to many members of the College and to 
others on a wide variety of matters connected with the design and equip- 
ment of practice premises. 

COLLEGE Starr. Council would like to thank all members of the college 
staff at headquarters, in the journal office, in the research committee office 
in Birmingham, the office of Scottish Council and New Zealand Council, 
and elsewhere, for the hard work they have done to help the College 
throughout a very busy year. 


The Journal of the College and other Publications 


In the last four quarterly issues of the Yournal of the College of General 
Practitioners there have been 10 leading articles, g lectures and special 
papers, 20 original papers on various aspects of the work of family doctors, 
and 7 reports of collective investigations, with details of undergraduate 
and postgraduate educational activities and of several research projects, 
college and faculty news, clinical notes, abstracts, annotations, book reviews 
and correspondence. A menstruation chart, designed to fit into N.H.S. 
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envelopes, was sent out with the journal in November 1960 and may be 
obtained from college headquarters (price 16s. a hundred). Language cards 
of questions helpful to doctors in medical history-taking, when the patient 
has little or no command of English, have also been printed in French, 
German, Italian, Spanish, Polish and Hungarian (price §s. a set). 

Council is very grateful to Dr R. M. S. McConaghey (Hon. Editor), 
Dr J. F. Burdon (Hon. Assistant Editor) and to members of the Editorial 
Board for their excellent work in producing this journal. 

Between Ourselves is a college research review which is published approxi- 
mately four times a year and circulated confidentially to members whose 
names are on the Research Register. 

Many faculties have published faculty journals and gazettes, newsletters 
and news-sheets, to the editors of which Council expresses its thanks for 
ali the hard work they have put into these. 


Committees of Council 

Reports of the many committees of Council will be found on the following 
pages: the Undergraduate Education Committee on page 16, the Post- 
graduate Education Committee on page 18, the Research Committee on 
page 22, the Board of Censors on page 33, the Awards Committee on 
page 34, the Practice Equipment and Premises Committee on page 35, the 
Examination Committee on page 36, the Appeal Committee on page 39, 
the Library Committee on page 40, the Publications Committee on page 41, 
and the Ethical Committee on page 42. 

THE FINANCE AND GENERAL PurPOSES COMMITTEE. This committee has 
met seven times between meetings of Council. Its recommendations have 
been confirmed by Council and appear in other parts of this report. The 
hon. treasurer’s financial statement for 1960-61 accompanies the balance 
sheet and accounts. 

Chairman, Annis Gillie; Vice-Chairman, K. M. Foster; Hon. Treasurer, H. L. 
Glyn Hughes; Hon. Secretary, J. H. Hunt; Members, G. F. Abercrombie, I. D. 
Grant, R. Harkness, J. M. Henderson, R. M. S. McConaghey, R. J. F. H. Pinsent, 
F. M. Rose, Richard Scott, George Swift, W. G. Tait, G. I. Waison, D. G. Wilson. 

There are three sub-committees of the Finance and General Purposes 
Committee: 

THE CHAIRMAN’S SUB-COMMITTEE: “Io deal with urgent college business.’ 
Chairman, Annis Gillie; Hon. Secretary, J. H. Hunt; Members, G. F. Abercrombie, 
K. M. Foster, R. Harkness, H. L. Glyn Hughes, J. M. Henderson, R. A. Murray 
Scott, G. I. Watson, Commander A. E. P. Doran. 

THe BUILDING AND NEGOTIATING SUB-COMMITTEE: Chairman, Annis Gillie; 
Hon. Secretary, H. L. Glyn Hughes; Members, G. F. Abercrombie, K. M. Foster, 
I. D. Grant, J. H. Hunt, F. M. Rose, Ancrum Evans, Commander A. E. P. Doran. 

Tue House Sus-coMMITTEE: “To deal with the day-to-day running of college 
headquarters’. Chairman, Annis Gillie; Hon. Secretary, J. H. Hunt; Members, 
G. F. Abercrombie, H. L. Glyn Hughes, Mrs H. L. Glyn Hughes, Commander 
A. E. P. Doran. 
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Working Parties of Council 

1. To study the Assessment of Quality in General Practice 

Chairman, K. M. Foster; Hon. Secretary, W. S. Gardner; Members, G. F. 
Abercrombie, J. F. Burdon, J. Fry, Annis Gillie, J. M. Henderson, H. L. Glyn 
Hughes, J. H. Hunt, R. M. S. McConaghey, R. J. F. H. Pinsent, Richard Scott, 
George Swift. 

2. To study the Relationship of General Practitioners with Hospitals and 

the Public Health Services 

Chairman, George Swift; Vice-Chairman, R. Harkness; Members, J. Fry, H. L. 
Glyn Hughes, J. H. Hunt, H. N. Levitt, R. M. S. McConaghey, R. J. F. H. Pinsent, 
O. Plowright, Richard Scott, R. A. Murray Scott. 


Gifts 

Once again, Council wishes to express its grateful thanks to all those 
who have helped the College with gifts during the past year, especially: 

UPJOHN OF ENGLAND LTD for travelling fellowships (of up to £200 each) 
amounting to £3,000, for members of the College in the United Kingdom 
or Eire, to enable them to carry out a minimum of two weeks’ postgraduate 
study at their old teaching hospitals or at any other hospitals, clinics, 
health centres, or general practices of their choice in the United Kingdom 
or Eire. 

PrizeR Ltp for the annual postgraduate grant of {960 to encourage the 
continuing education of members and associates. 

THE GEIGY PHARMACEUTICAL CoMPANY LTp for meeting the expenses 
of the college symposia in 'Iorquay on Emotional Disorders in General 
Practice (arranged by the South-west England Faculty), in Sheffield on 
The First Year of Life (arranged by the North Midlands Facuity), and in 
Glasgow on Early Recognition and Diagnosis of Disease (arranged by the 
West of Scotland Faculty on behalf of the Scottish Council); and also for 
financing the symposium on Obstetrics in General Practice, held by the 
North-west England Faculty in April 1961. 

SMITH Kine & FRENCH Laboratories Ltp for financing the College’s 
Medical Recording Service, and agreeing to meet the cost of its expansion 
under the direction of Drs John and Valerie Graves. 

THE Pusiic WELFARE FOUNDATION INC. of the United States of America, 
for providing $1,000 for six prizes to senior medical students in the United 
Kingdom and Eire for the best case history, with suitable commentary, of 
one or more patients seen in general practice. 

Joun WyeTH & Brotrer Lp for the gift of £750 a year, for three years, 
to provide the library photocopying service for the College, which has been 
found to be of great value to members and associates of the College. 

BUTTERWORTH & Company LTD for the Butterworth Gold Medal. 

THE WELLCOME FOUNDATION LTD for allowing the use of its auditorium 
and for providing coffee, lunch and tea in the Wellcome Institute for the 
college conference on Mental Health and the Family Doctor on 20th Novem- 
ber 1960, and for agreeing to do so on 26th November 1961 for the sym- 
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posium on The Training of the Family Doctor for his Work in the Community. 

Dr Sytvia CHAPMAN for the gift of an old print showing the River 
Thames and old London Bridge. 

Mr Cuar es Verity (Managing Director of Foster, Wheeler & Company 
Ltd) for providing photographs of the plans and descriptions of practices 
which are filed in the collection at college headquarters. 

Dr G. C. L. Wooprorre for the loan of a medicine chest, dated 1843, 
which is on display at college headquarters. 

THE Late Dr R. H. Enocu, of Guildford, Surrey, for a legacy of £100. 

An ANonyMous Donor for an attendance book for the use of members 
of Council of the Incorporated College of General Practitioners. 

IMPERIAL CHEMICAL INDUSTRIES LTD for meeting the expenses of pub- 
lishing Current Abstracts for Medical Practitioners, prepared by the South- 
east Scotland Faculty. 

Ext Litty Lip for providing £25, to be administered by the South 
African Council, for a prize to a medical student in South Africa. 

THE ORTHO PHARMACEUTICAL ComMPANY LTD for a notice board for 
college headquarters. 

Council wishes to thank the following firms for their generous support 
in meeting the expenses of publishing faculty journals: 

Ames Co. (LONDON) Ltp for publishing the Northern Home Counties 
Faculty Fournal, British DruG Houses Ltp the South London Faculty 
Newsletter, Et1 Litty Ltp the Thames Valley Faculty Journal, GEIcy 
PHARMACEUTICAL Co. Ltp the North-west England Faculty Journal and 
the North-east England Faculty Journal, IMPERIAL CHEMICAL INDUSTRIES 
Ltp the Yorkshire Faculty Journal and the Merseyside G North Wales 
Faculty Journal, and May aNvD Baker Ltp for the Welsh Faculty Fournal. 

Grateful acknowledgment of other gifts is made in the reports of faculties. 
Many donations connected with the college appeal have been acknowledged 
both privately and in the public press. Several books and other documents, 
including copies of medical journals, have been given to the college library 
and are accepted by Council with gratitude. 

At the end of another year’s work, Council must once again express its 
warmest thanks to the staffs of all those universities, teaching hospitals and 
regional hospitals, hospital management committees, medical societies, 
members of the nursing profession, and to many other individuals and 
institutions too numerous to mention here by name who have, with such 
goodwill, helped the work of the College and its faculties and offered them 
hospitality during the past 12 months. 

The editors of the British Medical Journal and of the Lancet, and of many 
other medical journals, have generously printed college notices and reports. 
Special thanks are again due to the editors of The Practitioner for financing 
the James Mackenzie Lecture, and for publishing the College’s annual 
report in the supplement to the December issue of their journal. 
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IIl.—_ UNDERGRADUATE EDUCATION 


The Undergraduate Education Committee of Council has met on four 
occasions, and has dealt with a wide variety of interesting subjects. A 
particular feature of its work this session has been the active participation 
of undergraduate education committees of faculty boards in promoting 
more effective liaison between headquarters and the periphery. 


Among the topics with which the committee has been concerned are the 
following: The role of the general practitioner in the training of medical 
students (the subject of a conference held on 7th May); the relationship 
between postgraduate and undergraduate education for general practice; 
a proposal to take part in the student-exchange scheme between the College 
and the Montefiore Hospital, New York; the planning of a conference 
on the training of the doctor for his work in the community (to be held on 
26th November); the Public Welfare Foundation Prize competition; and 
the continuing liaison with the British Medical Students’ Association and 
with other medical student societies. 


Undergraduate Education Conference 


On 7th May a one-day conference took place at college headquarters. 
This was attended by members of the undergraduate education committee of 
Council, the vice-chairman and hon. secretary of Council, two representa- 
tives each from the postgraduate and research committees, one representa- 
tive from each of the faculties in the United Kingdom and Eire, and five 
senior medical students. It is intended to publish a report on this con- 
ference which examined five topics, namely: the purpose of the student 
attachment scheme; teaching by general practitioners in hospital; the social 
aspects of family medicine; the functions of a faculty undergraduate educa- 
tion committee; and the functions of an academic department of family 
medicine. A feature of this conference was the whole-hearted participation 
by faculty representatives. The agenda had been drawn up in consultation 
with faculties, and some 35 documents which had been submitted by 
committees and by individuals were circulated in advance to those who 
attended. It is hoped that this valuable material will be disseminated and 
discussed in detail in each faculty. 


Relationship between Undergraduate and Postgraduate Education 
Committees 


The committee has given some preliminary consideration to the im- 
plications of the pre-registration year, the changing emphasis in under- 
graduate education, and the special educational needs of the young graduate 
who has not yet settled in general practice, and it is currently discussing these 
problems with the postgraduate education committee. 
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Student-Exchange Scheme 

The College has been approached by the Montefiore Hospital, New York, 
with an offer to provide four to five weeks’ experience in that hospital for 
three or four British students. These students would be able to see some- 
thing of the teaching programme of that hospital, and also visit general 
practices and related institutions in New York. A number of points still 
have to be settled, including the travelling expenses for students from Britain 
to America and the possibility of reciprocal arrangements for American 
students to visit Britain. 


The Training of the Doctor for his Work in the Community 

Plans are well advanced for a conference to be held on Sunday, 26th 
November, following the annual general meeting of the College, on The 
Training of the Family Doctor for his Work in the Community. This conference 
is being planned jointly by the undergraduate and postgraduate education 
committees, and will be a sequel to the conference held in May. The 
European headquarters of the World Health Organization arranged a confer- 
ence in September, with this title, and the College accepted an invitation from 
the Ministry of Health to submit the name of a general practitioner to act as a 
United Kingdom participant. In planning its future programme, the 
undergraduate education committee has had in mind its responsibilities 
for playing its part in this international review of undergraduate education. 


Public Welfare Foundation Prize Competition 
There is no sign of flagging interest on the part of students in this 
competition, which this year attracted 43 entries. The standard of work 
done by students continues to be very high, and is evidence that many of our 
medical schools are providing adequate opportunities for students to learn 
at first-hand something of the clinical and social problems of caring for 
patients in their own homes. 


Association for the Study of Medical Education 
The College is a corporate member of this Association, and is represented 
at its meetings and conferences. Exchanges are taking place with a view to 
holding a joint meeting to discuss the place of general practice in the basic 
training of the medical student. 


British Medical Students’ Association 

The committee is happy to acknowledge the assistance it has received 
from its two co-opted members who act as liaison officers between the 
College and the British Medical Students’ Association. During this session 
the association has conducted an enquiry into the teaching of general practice 
in medical schools in the United Kingdom, and the Undergraduate Educa- 
tion Committee of Council looks forward with interest to the publication 
of its findings. 
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The Undergraduate Education Committee of Council 

Chairman: Richard Scott 

Vice-Chairman: R. A. Murray Scott 

Members: A. S. Boyd, S. J. Carne, R. Cove-Smith, V. G. Doyle, W. V. 
Howells, L. Lamont, E. A. W. Marien, J. N. M. Parry, W. L. 
Selkirk 

Co-opted: G. O. Barber, H. H. A. Elder, W. J. H. Lord, T. O. McKane, 
O. Plowright, J. C. Young, J. A. H. Bootes and Iain Maclean 
(B.M.S.A. representatives) 

Ex officio: The President of the College and the Officers of Council 


IlIl.—POSTGRADUATE EDUCATION 

One of the main trends in the work of the committee during the past 
year has been towards closer co-operation with the Undergraduate Educa- 
tion Committee of Council. It has been agreed that the training of the 
young graduate in the years immediately after qualification and before he 
becomes established in general practice should form the basis of joint 
discussions between the two committees and a combined meeting was 
held on 13th July 1961. The type of house appoiniments selected by the 
young graduate, the need for varied experience of general practice, other 
forms of general-practitioner work such as industrial medicine, and other 
means of preparing young graduates for general practice are being con- 
sidered in detail. 


College Symposia 

The year has seen the first of the college symposia financed under the 
arrangement made with the Geigy Pharmaceutical Company Ltd. The 
meeting held by the South-west England Faculty in Torquay in May 
1961 on Emotional Disorders in General Practice was well-attended and most 
successful. The other symposia in 1961 are being arranged in the autumn 
by the West of Scotland Faculty in Glasgow on Early Recognition and Diag- 
nosis of Disease and by the North Midlands Faculty in Sheffield on The 
First Year of Life. 

Invitations to arrange college symposia in 1962 have been accepted by 
the East Anglia, Northern Home Counties, and North-east England 
Faculties. Each faculty board is given the choice of holding a symposium for 
members and associates of the College or one open to all general practi- 
tioners in the area; the three symposia in 1961 were open to all local 
practitioners whether or not they belonged to the College. 


Questionary on Postgraduate Education 
Analysis of the results of the questionary on postgraduate education, 
made by Drs John and Valerie Graves, showed that the order of preference 
of subjects for courses had not changed since the questionary of 1955. 
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There was no longer any complaint that the courses had too much hospital 
bias, and opportunities for postgraduate education had improved. There 
is a need for clinical assistantships, especially if they can be arranged on a 
rota system so that more doctors can take advantage of them. The greatest 
difficulty is, as before, to find a locum tenens so that a doctor can leave his 
practice for a week or more to attend an intensive course from time to 
time. There were complaints that the demand for some courses was so 
great that they were fully booked before they were even advertised. The 
timing of some extended courses which coincided with surgery hours also 
caused difficulty. An article, Opportunities for Postgraduate Education, by 
Drs John and Valerie Graves, was published in May 1961 (7. Coll. gen. 
Pract., 1961, 4, 318) and copies have been sent to postgraduate medical 
deans throughout the country. 


The Postgraduate Education Committee hopes to keep the position 
under constant review by sending out further questionaries at regular 
intervals, and will be glad to forward the results of its enquiries to those 
interested in the postgraduate education of general practitioners. 


Faculty Postgraduate Educational Activities 


The many subjects discussed at meetings of faculties show that post- 
graduate education committees of faculty boards have continued to provide a 
stimulus for members and associates in their own areas. 


The Pfizer Postgraduate Grant of £30 to each faculty has again proved 
of great assistance in enabling faculties to arrange meetings and symposia, 
and the subjects chosen have included: The Patient and his Disease and 
The Management of the Dying Patient (Dr A. Clark-Kennedy); Neurology 
(Dr R. A. Henson); Some Common Misbeliefs in Pediatrics and Mishaps in 
the First Year (Professor R. S. Illingworth); The Postgraduate Future of the 
College (Dr G. F. Abercrombie); Medicine and the Man Within (Dr David 
Stafford-Clark); Principles of Treatment (Lord Cohen of Birkenhead); The 
Doctor and the Law (Mr Herbert Lloyd); Prophecies and Prescriptions—a 
Biologist looks at the Future of Medicine (Professor M. Swann); Family 
Medicine in the U.S.S.R. (Dr J. H. Hunt); Learning Medical Care Outside 
Hospital (Dr R. L. Logan); Country Practice (Mr 'Y. L. Dowell); Maternal 
Mortality in Modern Midwifery (Professor J. H. M. L. Pinkerton); The 
Selection of Cardiological Patients for Surgery (Dr W. Whittaker); Recent 
Research and Future Outlook in Cancer and Advances in the Diagnosis and 
Treatment of Cancer (Mr R. W. Raven); Recent Advances in Chest Surgery 
(Mr R. S. Barclay); and Epidemiology and Clinical Medicine (Professor 
J. N. Morris). 


A valuable form of meeting was the symposium. Of the many examples, 
special mention should be made of the symposium arranged by the Mersey- 
side & North Wales Faculty on 8th October 1961, on General Practice— 
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Death or Renaissance?, with Professor Sir Robert Platt, P.R.C.P., in the 
chair for the morning session and Dr George Godber for the afternoon. 

The North-west England Faculty, following the success of its 
symposia in Manchester in the past two years, held another on Obstetrics 
in General Practice in April 1961, attended by 600 general practitioners. 
The chair was taken by Professor W. I. C. Morris and the principal 
speakers were Sir Dugald Baird, Mr F. Stabler, Professor H. Radden, 
Dr J. F. Wilkinson and Dr J. H. Young. 

Notes for the guidance of faculty boards on postgraduate education 
grants and other administrative matters within the College are being 
prepared and will, in due course, be published with notes on other aspects 
of college policy. 

Council has given permission for a conference of representatives of post- 
graduate education committees of faculty boards to be held at college 
headquarters in April or May 1962, when it is hoped to discuss college 
policy regarding postgraduate education, the objectives of the work of 
postgraduate education committees of faculty boards, and the exchange of 
information and relationship between the Postgraduate Education Com- 
mittee of Council and the faculties. 


The Postgraduate Joint Advisory Committee 

This committee met on 11th February 1961, when Dr A. S. Bookless 
was re-elected chairman and Dr E. M. Rosser elected hon. secretary. 
The committee was pleased to welcome to this meeting Mr D. C. Bowie 
and Dr A. A. G. Lewis, Regional Advisers of the British Postgraduate 
Medical Federation. Subjects discussed included: the value of the joint 
conference on 7th May 1960 on Teaching Methods in Formal Courses for 
the Continuing Education of Family Doctors, the results of the questionary 
on postgraduate education, the need for practical instruction in obstetrics, 
and the use and abuse of clinical assistantships for general practitioners. 


The Medical Recording Service and Sound Library 

The Medical Recording Service has continued its excellent progress 
and the committee is greatly indebted to Drs John and Valerie Graves 
for the organization and development of the service and to Smith Kline 
& French Laboratories Ltd for their most generous support. 

An important change of policy was agreed this year. Library recordings 
may now be borrowed by doctors who do not belong to the College on pay- 
ment of a fee. They are still available, free of charge, to members and 
associates. Since 1st April 1961, when this new arrangement took effect, 
recordings have been supplied to a variety of applicants, including teaching 
organizations, libraries, and medical departments of industrial concerns, as 
well as to individual doctors in this country and abroad. 

The Sound Library now contains over 60 recordings, most of which are 
available on disc as well as tape. About a quarter of all the recordings are 
illustrated by black and white or coloured diagrams, photographs or trans- 
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parencies. Dr A. Domar, of the Midland Faculty, has giver valuable help 
by recording talks in the Birmingham area, and it is hoped that local 
correspondents will give similar assistance in other centres. 

During the twelve months ended 31st May 1961, 845 recordings were 
sent out from the library, in addition to the regularly issued circuit record- 
ings. A printed library list may be obtained on application to the college 
headquarters, and titles are published in the Fournal of the College from 
time to time. Additions to the library are printed on small slips as soon as 
new recordings are ready, and anyone who wishes to be kept informed of 
additions to the library can ask to have these slips sent to him regularly. 
A newsletter is now sent at intervals to all circuit members to keep them in 
touch with new activities and to exchange information about medical sound 
recording. 

In addition to the library of talks, the Recording Service is building up 
a reference library of medical sounds of all kinds. Much help has been given 
by individuals and by hospital departments. Research is being made into 
suitable equipment for recording and studying these sounds. Any record- 
ings, however short, will be gratefully accepted. 

Increasing use is being made of the service by doctors overseas, some of 
whom are working in mission hospitals and other isolated places. There are 
listeners now in Jamaica, the Bahamas, Israel, Nigeria, Sudan, Kenya, the 
Rhodesias, Bechuanaland, South Africa, the Arabian Gulf, Malaya, Burma, 
Australia and New Zealand. In New Zealand the service is almost entirely 
independent, and in Israel, Kenya and South Africa recordings are distri- 
buted to groups. 

The College of General Practice of Canada, whose representatives 
visited the Recording Service’s centre at Writtle some time ago, now have 
their own tape library, and it is hoped to exchange recordings with them, 
as is done with New Zealand. 


Upjohn Travelling Fellowships 
Sixteen awards of up to £200 each were made in 1960 for the following 


subjects of postgraduate study: 

Allergy in General Practice; Reasons for Foetal Abnormalities and Deformities; 
Diseases of the Chest with particular reference to Chronic Bronchitis; The use of 
the Cardiograph in General Practice; Arrangements for the General-Practitioner 
Obstetrician for Domiciliary and Hospital Confinements; Child Psychiatry; 
Obstetrics; Surgery and Rehabilitation; Treatment of Hypertension with particular 
reference to Easier Home Management; Manipulative Procedures; General- 
Practitioner Psychiatry with special reference to Seminars, their Methods and 
Findings; The Etiology, Clinical Features and Pathology of Cochlear and Vestibular 
Disturbances in Old People; The Care and Treatment of Children at Home by 
Specially Trained Nurses and Pediatric Teams; and the Contribution Made to 
General Practice by Doctors’ Wives. 


Card Index Publications 
The committee has contributed to the College’s collection of card index 
publications by designing a menstruation chart, and a set of language cards, 
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giving questions of use to general practitioners in history-taking when the 
patient has little or no command of English. Reference to these cards is 
made in the report of the Publications Committee (page 41). 


Medical Film Groups 

Since the early part of 1961 the Postgraduate Education Committee has 
been exploring the possibility of making 8-mm. films on subjects of interest 
to general practitioners. It is hoped to form small medical film groups in 
various parts of the country. 

There are technical difficulties in producing these films which it is hoped 
to overcome but, in the meantime, the possibility of reducing existing 
16-mm. film to suit the 8-mm. projector that many people possess is being 
investigated. It is now possible to add sound tracks to silent films and also 
to synchronize films and tape-recordings. 

Anyone who is interested in this project is asked to communicate with 
Dr G. S. R. Little, 2 Shooters Hill Road, Blackheath, Leadon, S.E.3. 


Co-operation with other Bodies 
The work that the Postgraduate Education Committee of Council and 
the faculties of the College are able to do would not be possible without 
the continuing interest and support of the universities, medical schools and 
hospitals throughout the country, to whom the committee extends its 
grateful thanks. 
The Postgraduate Education Committee of Council 
Chairman: G. Swift 
Vice-Chairman: R. Harkness 
Hon. Registrar: H. N. Levitt 
Members: V. G. Doyle, H. H. A. Elder, W. S. Gardner, J. M. Hunter, W. H. 
Hylton, G. S. R. Little, J. I. O’Sullivan, A. Talbot Rogers, D. G. 
Wilson 
Co-opted: L. W. Batten, J. C. Graves, Valerie Graves, E. B. Hickson 
Ex officio: The President of the College and the Officers of Council 


IV.—RESEARCH IN GENERAL PRACTICE 
The College Research Organization 


The Research Committee of the Eighth College Council has been re- 
inforced by three new members—Dr S. J. Carne of London, Dr T. S. Eimerl 
of Penketh and Dr J. A. Shearer of Bucksburn, Aberdeenshire. As in 
previous years, much of its work has been carried out by correspondence 
and through small working parties. The committee’s activities were directed 
towards consolidation rather than expansion. 
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THE COLLEGE RESEARCH REGISTER 


Since this Register has been in existence for eight years it was decided 
that a check be made on the information it contained. The response of 
members to a circular was magnificent and prompt, and the register has now 
been brought up to date. 


Members on the Research Register are asked to notify tne Registrar of 
any change of address, practice or interests as these occur. Membership 
now stands at 718. Over 40 members have now reported that their age-sex 
registers are complete. 


THE CENTRAL REGISTER OF FACULTY RESEARCH 


This register is now in its fourth year and once again a complete return 
has been achieved. Overseas faculties and councils are often the first to 
send in their returns, and their keenness is beyond question. 


Many projects which were in the planning stage last year are now in 
progress and the rate of influx of new projects continues to increase. The 
register shows that up to June this year 69 faculty projects have been 
completed, of which 34 have been published. In addition, 78 projects are in 
progress and 55 are in the planning stage. This shows an increase in research 
activity over last year. 


The Research Committee of Council has always considered that the list 
of projects abandoned, together with reasons why, is most important in its 
process of self-education, and this year six projects have been discontinued. 


RESEARCH COMMITTEE PUBLICATIONS 


Between Ourselves continues to be published as a journal with its circula- 
tion restricted to those on the research register. Its increased circulation 
led to a decision to print four issues a year. The editor, Dr W. G. Tait, 
strives to maintain its traditional informality. 


THe COLLEGE STAND AT THE SCIENTIFIC EXHIBITION OF THE BRITISH 
MepIcaL ASSOCIATION 


The North Midlands Faculty exhibited a stand at the British Medical 
Association Scientific Exhibition in the City Hall, Sheffield, from 24th to 
2gth July 1961. The stand demonstrated the results of this faculty’s 
research carried out in 1957 into the Symptomatology and Complications of 
Tonsillitis. During the peak viewing periods a team of 12 members of the 
College manned the exhibit, answered questions and distributed reprints. 
The faculty is indebted to Glaxo Laboratories Limited for its encourage- 
ment and support of the project since its inception, and in particular to 
Glaxo’s consultant adviser, Mr Richzzd Lloyd-Jones, who designed the 
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exhibit and supervised its manufacture. The stand will form part of the 
travelling scientific exhibition of the B.M.A. 


RELATIONSHIP WITH OTHER BODIES 


The committee has welcomed the help and support of many organizations 
and individuals during the year. The Nuffield Provincial Hospitals Trust 
has continued to support the bronchitis and diabetes studies. The latter 
survey is also receiving help from the British Diabetic Association. 

Of significance for the future has been active collaboration with the 
Committee for Research in General Practice of the Medical Research Coun- 
cil, with which a joint meeting was held to discuss common problems. 

Following an invitation by P.E.P. (Political and Economic Planning) 
the research committee has agreed to take part in a survey of mental illness 
in general practice. 

Consideration is being given to the nomenclature used by practitioners 
in respect of mental illness, and discussions have taken place with members 
of the M.R.C. Committee on Research in General Practice, and on the 
Epidemiology of Mental Disease. Discussions of this problem are also taking 
place with the Registrar General’s Department. 

The headquarters of the Epidemic Observation Unit was visited by Dr 
Pisarev of the Russian Ministry of Health, who was studying general 
practice in this country. A group of seven W.H.O. Fellows from Turkey, 
Italy, Yugoslavia, Greece and Holland who were on a course at the Public 
Health Laboratory Service, Colindale, visited the unit to study the results 
of epidemiological research in general practice. 

Dr G. I. Watson has been appointed by the Minister of Health as the 
general-practitioner member of the Public Health Laboratory Service 
Board, which takes over from the Medical Research Council responsibility 
for the Public Health Laboratory Service in England and Wales. 

The Research Committee of Council has been in touch with the Ministry 
of Health on a number of matters related to medical record keeping, since it is 
believed that N.H.S. records can be modified to yield information of 
research value. 

The committee stands in a unique relationship to the Research Founda- 
tion of the College which came into being during the year, and it will in 
future act as the scrutinizing body of the Foundation. 


College Studies 


THE STATISTICAL SERVICE AND RECORDS UNIT 
During the year the committee has had the continued advice of Dr 
K. W. Cross, to whom has been referred a number of projects in which a 
statistical problem occurred. His help has. been widely appreciated. 
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The Records Unit came into being in April, under the wing of the 
Birmingham Regional Hospital Board, which has generously offered the 
unit access to its analytical machinery. A specially designed loose-leaf 
ledger developed from the prototype by Dr T. S. Eimer! is now in use in 
12 selected practices. The information collected will be easily transferred 
to punch-cards for mechanical sorting. 

The research committee would like to thank Dr Christie W. Gordon and 
his colleagues of the Birmingham Regional Hospital Board for their help in 
making college plans a reality. 


THE EpIpEMIC OBSERVATION UNIT 
CONGENITAL ABNORMALITIES 


During the year the unit has completed the largest enquiry it has yet 
undertaken, namely, the collection of reports about nearly 10,000 children, 
born or stillborn since 1st January 1954, affected by a congenital abnor- 
mality. From this information a permanent register is being compiled in 
such a way that mechanical analyses can be made of the data now or in the 
future. The main objective of the enquiry is to study seasonal and regional 
differences in the prevalence of congenital abnormalities and to search for 
new 2tiological factors. The Council would like to express its thanks, 
particularly, to the Public Health Laboratory Service for its co-operation 
through its epidemiologist, Dr J. C. McDonald (an associate of the College), 
to Dr K. W. Cross (statistical adviser to the Birmingham Regional Hospital 
Board, now also with the college Records Unit), to several medical officers 
of health who have contributed information from clinical records, and to 
over 1,300 members and associates of the College who have taken part in the 


enquiry. 


RuBELLA AMONG FAMILY CONTACTS 


This survey was also completed during the year and a report is to be 
published shortly. The target, to collect data about 500 affected families, 
was reached early in 1961 and secondary attack rates have been worked out 
by sexes and age groups. As in the pilot survey (f. coll. gen. Pract., 1, 261), 
females over the age of 20 years are shown to be more susceptible to an 
attack of rubella from a home contact than males of the same age. Once 
again the Council wishes to thank the Public Health Laboratory Service and 
Dr J. C. McDonald for their co-operation. 


FEBRILE {LLNESS IN PREGNANCY 


This is a prospective enquiry in which information is recorded about 
mothers who suffer a febrile illness of any sort in pregnancy. At the end of 
pregnancy further information is sought about the outcome and about the 
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health and development of the child. Thus the enquiry serves as a prospec- 
tive counterpart to the completed retrospective survey of congenital abnor- 
malities mentioned above. ‘he enquiry continues and steps will shortly 
be taken to increase the returns being made by members and associates of 
the College. 


LEUKAEMIA AND APLASTIC ANAEMIA 


The unit continues to supply information about the occurrence of these 
two diseases to Dr Alice Stewart of Oxford and Dr N. Collins of County 
Kerry. 


INFLUENZA IN OLD PEOPLE 


During the winter of 1960/61 the second part of a study of influenza 
among patients over the age of 65 years was carried out by 29 doctors in the 
College jointly with the Medical Research Council’s Committee for 
Influenza Vaccines. Part I was reported in the last Annual Report, p. 27. 
In 11 practices a high proportien of such patients was inoculated with oil- 
adjuvant vaccines against influenza of types A or B. Doctors in the remaining 
practices, who wished to be non-vaccinators, kept records similar to those 
of the vaccinators about the incidence and outcome of influenza in old 
people. During the first three months of this year there was a sharp out- 
break of type A influenza, causing a rise in the death rate of the population 
generally. Analysis of our records has yet to show whether data about 
sufficient patients has been collected to establish the value of the vaccines 
used. It is planned to continue observations in the same way for another 
winter. 


CARDIOVASCULAR DISEASE IN GENERAL PRACTICE 


As a result of the discussions with Professor J. N. Morris and Dr S. L. 
Morrison of the M.R.C. Social Medicine Research Unit, a practice in 
Edinburgh has been found where conditions suitable for this enquiry 
probably exist. Briefly the aim is to study the development of cardiovascular 
disease in relation to hereditary and environmental factors by means of 
family studies among people living their ordinary lives. 


THE FARMER’S LUNG STuDY 


The report of the committee’s investigation has been completed and 
has been published (7. Coll. gen. Pract., 4, 351). 
Recorder: Dr F. H. Staines. 


THE RESPIRATORY DISEASES STUDY 


The Chronic Bronchitis Working Party has been reconstituted with 
wide scope and terms of reference. The study of chronic bronchitis in the 
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community has now been completed and the findings have been published 
(Brit. med. F., 1961, ii, 973). Under the direction of a working party of the 
Research Committee of Council, and with help from the Ministry of 
Health and local executive councils, 92 general practitioners in the National 
Health Service have investigated respiratory symptoms and liability to 
the disease among a random sample of men and women in their practices 
scattered throughout Britain in urban and rural areas. Respiratory histories 
of 94 per cent. of these patients were recorded on a standard questionary 
and ventilatory capacity was measured by Wright peak flow-meters. Stan- 
dard methods of clinical enquiry in relation to age, sex, smoking habits, 
place of residence and social class were used, and an analysis made of the 
distribution of cases diagnosed as ‘bronchitis’, on the presence of winter 
morning phlegm, chest colds and breathlessness. This confirmed that the 
social and regional pattern of mortality and morbidity shown in national 
vital statistics are unlikely to be due to variations in diagnostic skill and 
certification habits. The results were analysed at the Department of Medical 
Statistics and Epidemiology at the London School of Hygiene and Tropical 
Medicine and they have amplified and explained the relationship between 
the prevalence of bronchitis and smoking and the place of residence. It is 
expected that the findings will be published this year. The main conclusions 
of the study are: 


1. The significant difference in smoking habits found between town and 
country men is not enough to explain the urban-rural gradient in 
male morbidity. 


2. Small differences in smoking habits have no material effect upon the 
social-class gradient in chronic bronchitis prevalence. 


3. There are substantial differences between the sexes in prevalence rates. 
These may largely be explained by variation in cigarette consumption; 
there is, however, evidence strongly suggesting lesser severity of chronic 
bronchitis in women. 


A further study is now going on into the natural history of chronic bronchitis. 
In this, patients with acute chest infections have been recorded and they 
will be followed up over the next few years so that their progress can be 
compared with those patients who were seen in the first study. In this 
way it is hoped to discover whether acute infections make the development 
or progression of chronic bronchitis any more likely. 

Recorder: Dr John Fry. 


THE EpPILepsy SURVEY 


This survey, for which the collection of material was completed in 1958, 
has been written up in two sections. The first was a statistical study which 
was published in the British Medical Journal in 1960. The second section 
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is a clinical appraisal and should be in the hands of the printers by the end 
of this year. 
Recorder: Dr C. A. H. Watts. 


THE DIABETES SURVEY 

The field work for this survey, except for the completion of the glucose 
tolerance tests for the normal individuals in the control group, is now 
complete. A preliminary report was presented to the Fourth International 
Diabetes Conference at Geneva and a full report will be made in the form 
of a supplement to the college journal. 

Recorder: Dr D. L. Crombie. 


SuRVEY OF CLINICAL FORENSIC MEDICINE 

Following publication of the results of a pilot study (#. Coll. gen. Pract., 
1960, 3, 172) the main survey was started in November 1960 with the aid 
of a grant from the Medical Research Council. The survey will last for one 
year and 278 members of the College and of the Association of Police 
Surgeons are taking part. 


Recorder: A. J. Laidlaw. 


THE ACCIDENT STUDY 

A new undertaking this year has been a pilot study of the occurrence of 
accidents to the patients in 12 practices in this country. Material has been 
collected for statistical evaluation on a record card designed to show, 
among other things, the extent to which the accidents recorded were 
preventable. 

An almost identical study was carried out simultaneously by the Research 
Committee of the Australian College of General Practitioners, the informa- 
tion from which is being analysed in Birmingham along with that of the 
College in Britain. 

While this study may give useful new knowledge concerning the pre- 
vention of accidents, it has already shown that Commonwealth collaboration 
in observational research of this kind is practicable. 

Recorder: Dr C. Green. 


CaNCER STuDY GRouP 

Following on its meeting in Birmingham in September 1960 the Cancer 
Study Group has engaged in a year of considerable thought and, although 
many projects have been offered as suitable for study in general practice, 
none have yet appeared to be entirely suitable or to be incapable of being 
undertaken by other organizations. 

Work is in progress on the final draft of the cancer record card. The 
Ministry of Health and the Cancer Information Society are interested in 
this. The frequency of association with cancer of such diseases as rheumatoid 
arthritis and pulmonary tuberculosis is being examined, 
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The group is keenly interested in the incidence of cancer in connection 
with the geography of faculty areas, and the feasibility of comparing two 
faculty areas of dissimilar geography with reference to the incidence of 
cancer in the practices of members in these areas is being considered. 

A series of papers prepared for the study group were published as a full 
issue of Between Ourselves and have elicited favourable comment from 


many quarters. 
Recorager: Dr W. G. Tait. 


A CANCER CENSUS 

Preparations are being made for the taking of a census on 1st January 1962 
of patients with cancer in the United Kingdom. As in the Pernicious 
Anemia Survey, the help of Executive Councils of the National Health 
Service will be invited. 

Recorder: Dr E. Scott. 


ScoTTIsH COUNCIL 
The Research Committee of Scottish Council is undertaking a study of 
Recording and Records in the National Health Service and a survey of the 
Problems of the Young Chronic Sick. 


CONFERENCE OF SECRETARIES OF FACULTY RESEARCH COMMITTEES 
This conference was held on 22nd October 1961 at 41 Cadogan Gardens 
and attended by representatives of the research committees of the faculties. 
The main object of the conference was to improve contact and the flow of 
ideas between the central and peripheral elements of the college research 
organization. 


Faculty Studies 

There has been a constant increase in the number of projects being sent 
up to the Research Committee of Council for consideration. Reports 
have been sent as usual to faculty boards. Progress Report *s a confidential 
document reporting the activities of the Research Commitee of Council 
and is prepared quarterly. Occasionally it includes material of a highly 
confidential nature which is indicated by an asterisk. It is hoped that this 
report will help the faculty research committees to maintain good liaison 
with the central organization. So far 27 reports have been circulated. 

The following investigations have been sponsored by faculties of the 
College and have been started since writing the last Annual Report: 
NortH LONDON FACULTY 

Natural history of cerebrovascular disease (in conjunction with the 

Institute of Neurology). 


NORTHERN HoMeE CountTIkEs FACULTY 
Warts. 
Manipulation in general practice. 
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SOUTH-EAST ENGLAND FACULTY 
Stones in the urinary tract. 
East ANGLIA FACULTY 
Series of ‘cardiac arrest’ cases (completed). 
Family place-of-residence register. 
MIDLAND FACULTY 
Diabetes. 
NorTH MIDLANDS FACULTY 
The value of diet in' peptic ulcer treatment (pilot survey) (in conjunction 
with professors at Sheffield University). 
YORKSHIRE FACULTY 
Genetics survey—Individual report. 
Twins. 
Inguinal hernia. 
NorTH-EAST ENGLAND FACULTY 
Investigation into amphetamine addiction and habituation (in conjunction 
with Department of Psychological Medicine, King’s College, Durham 
University). 
Urinary infections in women (pilot survey). 
MERSEYSIDE AND NorTH WALES FACULTY 
Pilot survey of conditions seen by general practitioners in the external ear 
(in conjunction with the E.N.T. Department, Liverpool University 
Medical School). 
WELSH FACULTY 
Incidence of contact dermatitis. 
SouTH-EAsT SCOTLAND FACULTY 
Therapeutic trial of DF 118 and methapromazine. 
Therapeutic trial vitamin A in acne vulgaris. 
_ Abstracts of medicine for the general practitioner. 
\ Second phase of acute respiratory infection enquiry. 
Nortu-gast ScoTLAND FAcuLty 
Duodenal ulcer (pilot study). 
Therapeutic trial of L. 4.48 tablets for bronchitis. 
Loss of fetal life (in conjunction with M.R.C. Unit of Obstetric Research, 
Aberdeen University). 
NORTHERN IRELAND FACULTY 
Coronary occlusion survey (in conjunction with the Faculty of Medicine, 
Queen’s University and the Registrar General’s Department). 
East OF IRELAND FACULTY 
Obstetrical survey. 
Influenza investigation (in conjunction with the World Influenza Centre 
in London). 
CANTERBURY FACULTY 
Comparison of breast-feeding in Christchurch Hospitals. 
Notification of non-notifiable infective disease. 
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OTAGO FACULTY 
Morbidity survey trial (completed). 


Care oF Goop Hope FAcuLty 
Treatment of herpes zoster. 
Investigation of hemoglobin in coloured females in a clothing factory. 


Needs and Means 


At the eighth annual general meeting of the College on 19th November 
1961 a Snecial Resolution of Council concerning the Research Foundation 
was carried unanimously: 


‘That approval is hereby given to the proposal that out of the assets of the 
College transferred to the incorporated College in accordance with the preceding 
Resolution such portion (not exceeding £300,000 in amount or value) as the Council 
of the incorporated College may determine shall be transferred subject to the 
condition that the same shall be set aside by the incorporated College to establish a 
research foundation fund to which the following provisions shall apply: 

(a) The research foundation fund shall form part of the assets of the incorporated 
College but such fund and the income thereof shall, subject as hereinafter 
provided, be kept separate from other funds of the incorporated College and 
be applied towards the object of the College only in or towards undertaking 
or assisting others in undertaking or encouraging the carrying on of research 
into medical matters with a view to the improvement of general medical practice 
in any field. 

(b) The incorporated College may from time to time add to the research foundation 
fund and the incorporated College may accept donations to the fund whether 
the same are unconditional or made subject to any lawful trusts or conditions 
not inconsistent with the purpose for which the fund may be applied. 

(c) If any portion of the fund shall be held subject to any such trusts or conditions 
as aforesaid the same shall be complied with. 

(d) The Council of the incorporated College shall establish a Research Foundation 
Board (to be composed as to a majority of members of the incorporated College 
but to include non-members selected in relation to their standing and suitability) 
and such Board shall, subject to the overriding control of the Council of the 
incorporated College in accordance with its Articles of Association, have the 
following powers and duties, namely: 

(i) To manage the fund (including the income thereof and any additions 
thereto) and the investments thereof. 

(ii) Subject to the provisions and restrictions of the Memorandum of Associa- 
tion of the incorporated College to invest moneys forming part of the fund 
in or upon such investments, securities or property as may be thought fit, 
and from time to time to vary and transpose any such investments. 

(iii) Subject to prior consultation with the Council of the incorporated College 
or the Committee or the Committees thereof delegated for the purpose, 
to allocate the income of the fund (but not any portion of the capital 
thereof except with the previous sanction of the Council of the incorporated 
College) among the various research projects from time to time being 
undertaken or proposed to be undertaken or supported by the College or for 
research awards (including scholarships, fellowships, grants) so long as 
such application shall fall within the purposes for which the fund and the 
income thereof may lawfully be applied as hereinbefore provided. 
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The foregoing provisions may be varied only by the incorporated College in General 
Meeting or by the Council of the incorporated College with the previous sanction 
of the incorporated College in General Meeting’. 

Throughout the year the research committee has been aware of the 
steady and inexorable increase in the amount of work, effort and time 
required of its members, and serious thought has been given to the com- 
mittee’s own future. 


A special meeting was held, shortly after the joint meeting with members 
of the Medical Research Council’s Committee on Research in General 
Practice, with this matter as the sole item on the agenda. A precedent was 
set up by the presence of members of the College’s Research Advisory 
Panel. The committee expresses its thanks to Sir Robert Platt, Sir Heneage 
Ogilvie, Sir Wilson Jameson, Professor R. S. Illingworth, Professor Ian 
Aird, Dr Hugh Paul, Dr J. S. Wilson, Dr J. A. Fraser Roberts and 
Professor L. A. Hogben. 


It was clearly appreciated by the committee that the purely voluntary 
structure which had served the College well in the past could no longer 
be expected to carry an ever-increasing load. The new Research Founda- 
tion would be able to assist doctors working on their own studies but 
could not, at present, finance the increased activity which would be 
required of the research committee. The Research Foundation might in 
fact become a major source of the committee’s work. 


With reinforcement of its central machinery the advisory service of the 
committee could be expanded and improved, especially in respect of 
matters unrelated to statistics. Greater help could be given to proposers of 
studies if some member of the committee was able to visit them to discuss 
their problems, and the consolidated comment system might be extended 
to members of the Research Advisory Panel also. Attention could be paid 
to the follow-up and aftercare of research projects to a greater extent than 
at present. The analysis of abandoned projects kept by the Central Registry 
of Faculty Research Projects has shown the need for this. 


After a further meeting, with full discussion, the research committee 
unanimously agreed to propose to Council the experimental setting up of 
a medical research secretariat or unit. This proposal was accepted in principle 
by Council at its meeting on 25th June 1961. It was agreed that implementa- 
tion of this decision from the research committee’s present budget was im- 
possible and action will have to await further developments. It is hoped 
that funds may be forthcoming for, unless reorganization takes place, 
there is real danger that the College’s research organization may falter and 
fail to meet the challenge of its new opportunities. 


The Research Committee of Council 
Chairman: R. J. F. H. Pinsent 
Vice-Chairman: G. 1. Watson (Director, Epidemic Observation Unit) 
Hon. Secretary: D. L. Crombie 
Hon. Asst. Secretary: E. A. W. Marien 
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Hon. Registrar: Beatrice Watts 
Editor, Between Ourselves: W. G. Tait 

Members: A. S. Boyd, S. J. Carne, G. H. Clement, J. Fry, G. L. 
Hindson, J. C. Leedham-Green, R. A. Murray Scott, 
J. A. Shearer 

Co-opted: K. W. Cross, T. S. Eimerl, E. V. Kuenssberg, H. N. 
Levitt, W. J. H. Lord, E. J. Marshall, J. G. Radford, 
F. H. Staines, P. A. Walford 

Ex officio: The President of the College and the Officers of Council 


V.—THE BOARD OF CENSORS 


The Board of Censors has met regularly throughout the year, and has 
endeavoured to maintain a high level of excellence as its standard for recom- 
mending admission to membership of the College. ‘To allow censors to serve 
on other committees as well as on the board, meetings have been arranged at 
weekends other than those at which Council has met. This has made it 
possible for the board’s interviewing groups to have full use of the accom- 
modation at college headquarters and has proved a satisfactory arrangement. 

The number of members of Council serving on the board, excluding 
ex-officio members, has been limited to twelve. ‘To supplement these when 
additional interviewing groups are required, a special panel of censors 
has been created by asking each faculty to elect one of its senior members 
to serve as Faculty Representative on the Board of Censors when occasion 
demands. This has ensured that censors can always muster in sufficient 
numbers. 

The guidance notes for sponsors prepared last year have resulted in a 
generally high standard of sponsorship, so that the board has received most 
informative reports. The board is most grateful to all sponsors for the 
conscientious and helpful way in which they have reported. 

Applications continue to come largely from doctors whose standards of 
practice are evidently excellent and whose sponsors speak well of them, 
so that a substantial majority are acceptable as members. The numbers 
admitted during the year are reported on page 4. 

The Board of Censors 
Chairman: J. M. Henderson 
Vice-Chairman: R. M. S. McConaghey 
Hon. Secretary: J. F. Burdon 
Members: G. H. Clement, V. G. Doyle, S. Freeman, I: D. Grant, 
R. Harkness, J. M. Hunter, G. S. R. Little, J. N. M. 
Parry, R. A. Murray Scott 
Faculty Representatives: J. C. Alexander, J. W. Barnett, T. R. Bryant, D. Cumming, 
M. W. Fordham, J. H. Grove-White, R. 5S. MacDonald, 
Mona Macnaughton, E. A. W. Marien, D. Scott Napier, 
J. G. Ollerenshaw, ©. Plowright, J. C. T. Sanctuary, 
J. F. Sheppzra, George Swapp, J. C. Walsh, W. T. 
Westwood, A. J. Whitaker 
Ex officio: The President of the College and the Officers of Council 
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VI.—AWARDS COMMITTEE 


The membership of the Awards Committee remains unchanged. Council 
accepted the recommendation that Sir Harry Jephcott be appointed an 
Honorary Fellow of the College. The Butterworth Gold Medal for 1960, 
for an essay on Television and Health, was won by Di G. L. Hindson of 
Whitley Bay, Northumberland, the representative of the North-east England 
Faculty on Council. The subject approved for 1961 is Future Trends in 
General Practice, and for 1962 The Evaluation and Management of Backache 
in General Practice. On behalf of Benger Laboratories Limited, the 13 entries 
in their competition, Original Observations in General Practice, were arranged 
in order of merit. 

Dr Annis Gillie, Chairman of Council, has accepted an invitation to 
give the James Mackenzie Lecture in 1961, with the title James Mackenzie 
and General Practice Today. 

Dr Gillie has been in consultation with Mr James Laver on the subject 














= iia 2 -ia@ Be ae i ae. knoe Ee oe ee) 








COLLEGE OF GENERAL PRACTITIONERS 35 


of academic dress, and with Lord Amulree on the project to fix a plaque on 
17 Bentinck Street to commemorate Sir James Mackenzie’s residence there. 
Council, invited to propose two names to the trustees of the James Mackenzie 
prize, to be awarded for the first time in 1961, has put forward Drs R. J. F. H. 
Pinsent and G. I. Watson. This substantial prize is to be given every five 
years to a general practitioner in the British Commonwealth who has 
published or undertaken some valuable work during that period. A new 
attendance book, embossed on the outside and bound in leather, has been 
presented to the Council of the incorporated College ‘to commemorate the 
work of the Steering Committee which met from 28th February to 19th 
November 1952 at 7 Mansfield Street, then the home of the late Dr Geoffrey 
Evans’. 

The College’s achievement of arms has been finally settled. The blazon 
reads: Per pale Sable and Argent a Chevron counterchanged between in chief 
an Opium Poppy Flower and a Gentian Flower both slipped proper and in 
base a Roman Lamp Or enflamed also proper. And for the Crest on a Wreath 
of the Colours An Owl proper supporting with the dexter claw a Gavel 
upright Or entwined with a Serpent also proper. On the dexter side a Unicorn 
Or armed crined and unguled Argent and on the sinister side a Lynx proper 
spotted Azure Gules Vert Or and Argent and Ducally gorged and chained of 
the last. Motto: Cum Scientia Caritas. 


The Awards Committee of Council 
Chairman: G. F. Abercrombie 
Hon. Secretary: R. Scott (Chairman of Undergraduate Education Committee of 
Council) 


Members: K. M. Foster (Vice-Chairman of Council), Annis Gillie (Chairman 
of Council), H. L. Glyn Hughes (Hon. Treasurer of College), 
J. H. Hunt (Hon. Secretary of Council), L. Lamont (Chairman of 
Scottish Council), R. M. S. McConaghey (Editor of The’ Journal 
of the College), R. J. F. H. Pinsent (Chairman of Research 
Committee of Council), G. Swift (Chairmanof Postgraduate 
Education Committee of Council). 


Vil.—THE PRACTICE EQUIPMENT AND PREMISES COMMITTEE 


During the year under review the Committee has met three times. 

The College now has 12 photostat copies of each of the practice descrip- 
tions, and is very grateful to Mr C. Verity, Managing Director of Foster 
Wheeler Ltd, for arranging this. It has enabled complete sets to be placed 
in Scotland and Ireland and has proved a very generous donation. The 
Scottish Council has established a Practice Equipment and Premises Room 
in Edmburgh with these as a basis. Those in Ireland are under the care of 
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Dr Elizabeth Doherty, 2 Kenilworth Road, Rathgar, Dublin, of the East 
of Ireland Faculty, and will be deposited with the Irish Council when this 
is formed. In addition, the College is now able to supply on loan any one 
of the descriptions to any doctor requiring it. 


The Summary Card launched last year has proved successful, and about 
42,500 of these have been sent out so far. Several other types of card are 
now under review. Most of these are for a more specialized service, and will 
have a much more limited use than the obstetric and summary cards. 


The Practice Equipment and Premises Room has been described as the 
‘shop window of the College’. 104 doctors have visited it during the past 
year, and this frequently leads to the committee being asked to give further 
advice on subjects pertaining to premises and equipment. This service is 
enlarging, as is indicated by the following figures: 


Number of doctors given advice between 1st June 1960 and 
31st May 1961: 
Plans of Premises 33 
Heating 10 
Flooring 
Lighting 
Equipment 
Records 
Furniture 
Appointments Systems 
Call Systems 
Sterilization Equipment 
Loans 
Sound-proofing 
Miscellaneous 
It is the intention of the committee that this side of its work shall con- 
tinue and expand, as the College is one of the few organizations now offering 


this service. 


° 
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The Practice Equipment and Premises Committee of Council 
Chairman: J. C. T. Sanctuary 
Vice-Chairman: L. Lamont 
Hon. Secretary: G. S. Adams 
Members: W. H. Hylton, W. L. Selkirk, A. T. Rogers, G. Swift 
Co-opted: R. P. C. Handfield-Jones, P. A. Walford 
Ex officio: The President of the College and the Officers of Council 


Vill.—_THE EXAMINATION COMMITTEE 


This committee was formed ‘to advise and assist Council on the introduc- 
tion of an examination as one of the criteria for admission to membership 
of the College to be taken into account by the Board of Censors’. 

Medical schools claim to teach undergraduates the background of all 
branches of medicine and train good basic doctors: they do not attempt 
vocational training for general practice’ any more than for other ‘special 
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branches of the profession. This vocational training, they say, should be a 
postgraduate discipline. 

The Royal Colleges hold examinations in medicine, surgery, and in 
gynzcology and obstetrics for those who have completed the necessary 
postgraduate training in their subjects. Soon after qualification a young 
doctor considers his next step. Should he aim at the M.R.C.P., F.R.C.S. 
or M.R.C.O.G., or should he attempt some other postgraduate diploma 
such as the D.P.M., F.F.R. or F.F.A.? If he works hard for one of these 
and is successful in the examination he has something te show which will 
be useful to him throughout his professional life; but if he decides to train 
himself adequately for general practice he has to work as hard as his 
trainee-specialist colleagues yet he has little to show at the end of it all to 
distinguish him from other practitioners who have done none of this 
extra work. 

Do students, general practitioners, and those who choose doctors for 
practice vacancies or for special jobs in hospitals or elsewhere, feel that 
there is now a need for some symbol of academic attainment which will 
distinguish those who have taken the trouble to train themselves fully for 
general practice? ‘The committee believes that they do, and that the more 
fully-trained practitioners of the future should be given the opportunity of 
passing an examination comparable with the M.R.C.P., F.R.C.S. or 
M.R.C.O.G. if they wish. Many people feel that the College of General 
Practitioners would be the proper organization to introduce such an exami- 
nation. This College is searching for some means of strengthening its 
criteria for admission to membership. The time seems now to be propitious 
for satisfying both these conditions by instituting an examination the 
passing of which will, in future, be the normal method of entry to mem- 
bership for younger doctors. It will in no way affect those who are already 
members of the College. 

Others will still be able to apply for membership if they wish by sub- 
mission to the Board of Censors of a thesis, published articles, case reports 
with commentary, or original work, or even (in exceptional circumstances) 
attain membership on the decision of Council alone. 

Passing the examination for membership of the College would ensure 
that the candidate had a firm grounding in the principles of general prac- 
tice, with adequate knowledge of clinical and social medicine, acquired 
against a background of hospital and general-practice experience. It would 
be a guarantee that at a certain stage in his training he was familiar with 
the principles underlying general practice and was clinically and adminis- 
tratively competent. It would give those who wished to be really good 
general practitioners something worthwhile to plan and work for in pre- 
paring for a career in general practice. The syllabus should be in breadth 
rather than in depth, and have clinical boundaries determined by the 
scope of family doctoring. The examination would show whether the 
candidate had benefited from all this extra training—reading books, papers 
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and monographs about general practice, attending appropriate courses, 
doing suitable house jobs and hospital appointments, and working for the 
necessary training period with a family doctor in his practice. To have 
passed such an examination would be an indication that the candidate had 
made a special effort, and had done his best to train himself for this branch 
of the profession and gain enough experience to appreciate and understand 
its problems. In short it would be some indication of his potential worth 
as a general practitioner. 

The committee firmly believes that on no account should any hint be 
introduced into the examination that the College is trying by this means 
to estimate whether the candidate is—as a practising doctor—kinder, more 
sympathetic, patient, considerate or enthusiastic than other applicants. 
These personal qualities, as important in family doctoring as in all other 
fields of clinical medicine and nursing, are impossible of accurate assess- 
ment by a court of examiners. 

The more useful this examination proves itself to young doctors, the 
more likely are they to take it. If the minimum interval after qualification 
before it can be sat is too long—more than four years—passing the examin- 
ation will be of use for entering general practice only to a few. 

The College is committed to maintaining and raising the academic 
standards of general practice, and it is seeking to strengthen the criteria 
for admission to its membership. Looking to the future, the committee 
recommends to Council that 

1. An examination should be introduced as one of the criteria for entry 
to membership for those qualifying after 31st March 1961. 

2. The Board of Censors should consider, inter alia, the results of such 
an examination when a candidate applies for membership of the 
College. 

3. A candidate should be eligible to sit the examination after not less 
than two years in hospital work (resident or non-resident and of such 
form as the College Council shall from time to time determine) and 
two years in general practice. 

4. The Board of Censors should be free to consider suitable written 
work submitted by an applicant (e.g. case reports, published work, 
etc.) in lieu of, or in addition to, the results of an examination. 

5. The Board of Censors should be free to recommend to Council for 
admission to membership without an examination those whom they 
consider worthy of this privilege. 

6. The committee also suggests to Council that, as it recommends that 
candidates should be eligible to sit the examination four years after 
qualification, the same time interval should apply to those seeking 
membership by other methods. After 31st March 1965 all applicants 
should, except under special circumstances, either take the examina- 
tion or submit written work. 
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The Examination Committee of Council 
Chairman: W. S. Gardner 
Vice-Chairman: R. Harkness 
Hon. Secretary: J. F. Burdon 
Members: G. H. Clement, V. G. Doyle, K. M. Foster, S. Freeman, J. Fry, 
Annis Gillie, I. D. Grant, J. M. Henderson, H. L. Glyn Hughes, 
J. H. Hunt, J. M. Hunter, G. S. R. Little, R. M.S. McConaghey, 
J. N. M. Parry, R. J. F. H. Pinsent, F. M. Rose, R. A. Murray 
Scott, Richard Scott, George Swift 


IX.—THE COLLEGE APPEAL 


The college appeal continues, and during the past year additional dona- 
tions have amounted to £40,000. The total figure to date is £370,000 and 
towards this sum members and associates have contributed £29,500. It is 
intended to make another approach to the general public in the autumn, 
and prior to this a letter will be sent by the Chairman of Council to all 
those members and associates who have not yet subscribed. Up to the 
present time contributions have been received from only one-tenth of the 
total membership of the College. It is important to increase this number 
as prospective donors are always anxious to know how much the College is 
helping itself. There still remains a big potential amongst members them- 
selves, and also from the local efforts of faculty appeal committees. 

In June the Research Foundation was established for the purpose of 
promoting and assisting research by general practitioners throughout the 
country. Trustees were appointed under the chairmanship of Sir Harry 
Jephcott; these include Lord Nathan and Lord Cohen of Birkenhead, in 
addition to representatives of the college Council and its research com- 
mittee. Initially, the income from the sum of £100,000 from the College’s 
general fund will be made available for this work. It is hoped that the 
initiation of the research foundation will impress on all those who have 
already generously subscribed to the appeal the intention to implement 
the objectives for which their help was solicited, and to indicate to the 
prospective donors the ideals the College is seeking to achieve. 

The objective of the appeal remains at {1,000,000 and every effort will 
continue to be made to reach this figure. 

The Appeal Committee of Council 
Chairman: H. L. Glyn Hughes 
Hon. Secretary: R. Cove-Smith 
Members: G. F. Abercrombie, Annis Gillie, I. D. Grant, R. Harkness, J. H. 
Hunt, H. N. Levitt, G. S. R. Little, R. J. F. H. Pinsent, G. I. 
Watson 


Co-opted: Sir Harry Jephcott, Commander A. E. P. Doran, Ancrum Evans, 
F. H. J. Wileman 
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X.—THE LIBRARY COMMITTEE 


The terms of reference of the library committee are ‘to advise and assist 
Council on all matters relating to books, journals, reprints, archives and 
other objects of historical interest’. 

The library can serve members and associates in the following ways: 

1. By supplying bibliographies on any subject. The subject should be 
defined as clearly as possible in the request. Forty bibliographies have 
been supplied in the last year. 

2. By supplying photocopies. Single copies of any medical paper or of 
a part of a book (up to 10 pages) can be sent on request. The librarian 
is greatly assisted if precise references can be given. The service is free. 
In the 11 months since this service started it has been used by 60 
members and associates. Copies of 350 papers have been supplied 
on a remarkable variety of subjects. ‘They include classical descriptions 
of disease in the original text, articles from rare journals, and parts of 
books which are out of print and difficult to obtain in libraries. 

The committee is greatly indebted to John Wyeth and Brother 
Limited for financing this service, and to the Council and Librarian 
of the Royal College of Surgeons for the freedom of their magnificent 
library. 

3. By advising on the use of other medical iibraries, on the choice of 
books most useful to general practitioners, and on other topics related 
to medical literature. 

Mrs Rabé, librarian, has now been joined by Mrs Doran, whose help with 

the photocopying service is welcomed. 

The library now has a large collection of reprints of papers by general 
practitioners, but the collection is not complete. Will any member or 
associate who has not yet sent reprints of any of his or her published work 
please send two copies. This collection is proving increasingly useful to 
other members. 

The library has continued te receive many gifts of books and of objects 
of historical interest. Among the gifts have been a large and particularly fine 
1gth-century medicine chest from Dr G. C. L. Woodroffe (on permanent 
loan) and 22 volumes of the Index Catalogue from the Surgeon General’s 
Office of the National Library of Medicine, Washington, U.S.A. 

Forty-eight new books have been bought in the last year. These have been 
selected by the Library Committee and are all on subjects closely related 
to general practice. 

There is now a small but unique collection of books and journals at the 
college headquarters. It is at present being reorganized, classified and 
catalogued. It contains much material about the life and work of famous 
general practitioners, but aims particularly to collect documents about those 
who are less famous. Members are asked to send books or manuscripts about 
the life and work of practitioners in remote areas. 

The collection can be used by anyone visiting the headquarters, but it is 
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regretted that books and journals cannot yet be taken from the building. 


The Library Committee of Council 


Chairman: L. W. Batten 
Hon. Secretary: J. P. Horder (Hon. Librarian to the College) 
Hon. Asst. Secretary: M. J. Linnett (Hon. Asst. Librarian) 
Members: J. M. Hunter, H. N. Levitt, R. M. S. McConaghey, G. I. 
Watson 
Co-opted: O. Plowright, P. H. Thomas 
Ex officio: The President of the College and Officers of Council 
Librarian: Mrs Rosemary Rabé 


XI.—PUBLICATIONS COMMITTEE 


The terms of referénce of this committee are ‘to advise and assist 
Council on all matters concerning publications’. 

The Journal of the College of General Practitioners has continued to 
appear quarterly under the editorship of Dr R. M. S. McConaghey. 
A report of 2 symposium on Accident Management held in the University 
of Birmingham in September 1960 was published as a supplement to 
Journal No. 30 (February 1961). The journal office at Prospect House, 
Dartmouth, has now taken over all business connected with the sale and 
despatch of journals, under the management of Miss I. Scawn to whom 
correspondence on these matters should be addressed. ‘The editor wishes 
to thank Geigy Pharmaceutical Company Ltd for financial and editorial 
help in the publication of the supplements, the assistant editor, Dr J. F. 
Burdon, for his ready help at all times, Dr G. M. R. Holliday for his 
conscientious proof-reading, and the many other doctors who have con- 
tributed, reviewed books and helped in so many other ways to maintain 
the standard of the Fournal. 

The committee regrets to record the death of Mr W. J. Bishop, the 
medical librarian and historian who prepared the index for the journal 
last year and was in the process of preparing the index for the current 
volume. 

Between Ourselves, which is circulated to members and associates whose 
names are on the Research Register, is now printed. In its new form it is 
a welcome addition to the periodical publications of the College. Dr W. G. 
Tait is to be congratulated on its successful development under his editor- 
ship. Owing to the informal and confidential nature of Between Ourselves 
reprints of articles appearing in it are not usually made. 

Card Index Publications. The Postgraduate Education Committee of 
Council has prepared a set of language cards printed in French, Spanish, 
Italian, German, Hungarian and Polish. A specimen card was published 
in Journal No. 31 (May 1961, 4, 316). Cards may be obtained from the 
college office for 5s. per set and are not sold singly. Other card index 
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publications—the obstetric card, the summary card and menstruation chart 
—may also be obtained on application to the college office. 

Notes for the Guidance of Faculties. To ensure that a uniformly high 
standard in college publications may be achieved, the Publications Com- 
mittee is preparing notes for the guidance of faculties. These notes will 
give detailed advice on the writing of faculty reports for the annual report, 
the publication of faculty journals and on other matters. 

The Publications Committee of Council 
Chairman: R. M. S. McConaghey 
Vice-Chairman: K. M. Foster 
Hon. Secretary: J. F. Burdon 
oe 


Members M. Henderson, J. M. Hunter, R. J. F. H. Pinsent, W. L. Selicirk, 
George Swift, W. G. Tait, G. I. Watson 


Co-opted:- D.[G. French 
Ex officio: The President of the College and the Officers of Council 


XII.—THE ETHICAL COMMITTEE 


During the year, the Ethical Committee has continued ‘to advise and 
assist Council on all ethical matters connected with college activities’. 
From among the many proposals made to Council by faculties, by indi- 
vidual members and by others outside the College, only a few have needed 
study by this committee to see if there were any ethical implications to be 
considered by Council before it took a decision. 

The attention of two faculties has been drawn to the ethical code, adopted 
last year by Council and circulated to faculty boards at home and overseas, 
as a guide to their transactions with commercial and other interests, par- 
ticularly in relation to the offer of gifts or financial assistance. Council does 
not share the view that pharmaceutical and other firms will be unwilling to 
help the College and its faculties, financially or in other ways, unless the 
firm’s name is incorporated in the title of the gift. Experience at home 
and overseas has already, on many occasions, proved this view to be un- 
founded. 


The Ethical Committee of Council 
Chairman: G. I. Watson 
Hon. Secretary: R. M. S. McConaghey 
Members: S. Freeman, J. M. Hunter, L. Lamont 
Co-opted: O. Plowright 
Ex officio: The President of the College and the Officers of Council 
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XIII.—_THE SCOTTISH COUNCIL 


Chairman: Lowell Lamont (Edinburgh)* 
Vice-Chairman: J. A. Shearer (Bucksburn)* 


Hon. Secretary and Treasurer: Richard Scott (Edinburgh)* 
Livingstone House, 39 Cowgate, Edinburgh 1 


(CAL 4288) 
G. H. Clement (Inverness)* J. A. R. Lawson (Dundee) 
C. M. Fleming (Glasgow) T. S. MacDonald (Ayr) 
W. W. Fulton (Glasgow) D. W. D. MacLaren (Scourie) 
W. S. Gardner (Glasgow)* J. E. Margaret Munro (Edinburgh) 
I. D. Grant (Glasgow)* D. Peebles Brown (Kilmacolm) 
J. M. Henderson (Pitlochry)* I. M. Scott (Stonehaven) 
E. V. Kuenssberg (Edinburgh) P. D. Thomson (Dingwall) 


*Member of the College Council 


Committees of the Eighth Scottish Council 


The following are the office-bearers of the three major committees of 
the Scottish Council: 

Undergraduate Education Committee, Chairman and Hon. Secretary: Richard Scott 
Postgraduate Education Committee, Chairman: D. Peebles Brown; Hon. Secretary, 

D. H. McVie 
Research Committee, Chairman: E. V. Kuenssberg; Hon. Secretary: R. D. Martin 
The College in Scotland now has 432 members and 174 associates, an 
increase of 56 over last year. 

At the time of preparing this report the Scottish Council has transacted 
business at three meetings. Apart from discharging its routine duties in 
connection with the co-ordination of faculty activities in Scotland, with 
particular reference to undergraduate and postgraduate education and 
research, the following items in particular engaged the attention of Scottish 
Council during the session: 


Staffing of Maternity Services 

Scottish Council submitted evidence on the training and distribution 
of midwives in maternity services to an ad hoc Committee of the Standing 
Advisory Committee of the Scottish Health Services Council. 


Health Education 

An invitation was received to submit evidence to a joint committee set 
up by the Ministry of Health and the Department of Health for Scotland 
on the subject of Health Education. It was decided to submit the views 
of Scottish Council on the relevance of this subject to family medicine via the 
ad hoc committee appointed by the Council of the College. 


Board of Censors 
Scottish Council declined an invitation to act on behalf of the Board of 
Censors in connection with applications for membership from doctors 
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residing in Scotland, and indicated its view that applications received from 
potential members in Scotland should be dealt with in the same way as 
any other United Kingdom applications. 


Practice Equipment and Premises 

There has been a profitable exchange with the Practice Equipment and 
Premises Committee of the Council of the College, and there is now available 
for reference in the Scottish Office a duplicate index of the material available 
at college headquarters, together with some copies of selected practice 
descriptions. It is intended that these facilities will be expanded for the 
convenience of members in Scotland who are unable to visit college head- 
quarters. 


Symposia 

Scottish Council is impressed by the increased interest in research on the 
part of members and associates in Scotland. Some of this new interest 
undoubtedly stems from a very successful two-day conference in St 
Andrews, planned and carried out by the Research Committee of the Scottish 
Council under the chairmanship of Dr E. V. Kuenssberg. The West of 
Scotland Faculty, in association with the Scottish Council, is planning a 
two-day meeting at the beginning of October focused on The Early Recog- 
. nition and Diagnosis of Disease in General Practice. 


Liaison with Other Bodies 


In response to an appeal for help from the Scottish office of the British 
Medical Association, the Research Committee of Scottish Council collected 
evidence from selected members from different parts of Scotland on the 
incidence and prevalence of severe and chronic incapacity in young people, 
as seen in general practice. 

The Liaison Committee with the General Medical Services (Scotland) 
Committee continues to be a valuable means of examining mutual problems 
and is, at the moment, considering some aspects of the problem of record 
keeping in the National Health Service. 

Two members of Scottish Council continue to serve on the Board of 
Management of the Scottish Medical Journal. 'The Council is also repre- 
sented on the Scottish Regional Committee of the Institute of Almoners, 
and its chairman is ex officio a member of the Scottish Council of the 
British Medical Association. 


Personal Notes 


Scottish Council is pleased to note that one of its members, Dr R. A. B. 
Rorie, has been awarded a Nuffield Travelling Fellowship, and that Dr 
George Swapp, retired this session, who has been a member of the Scottish 
Council since its inception, has had conferred upon him the degree of 
LL.D. of Aberdeen University. It is also a pleasure to record past in- 
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debtedness to Miss C. M. Bell, M.A., who this year relinquished her 
post of part-time Secretary at the Scottish office on the occasion of her 
marriage. 


XIV.—THE NEW ZEALAND COUNCIL 


Chairman: T. D. C. Childs (Auckland) 
Vice-Chairman: H. E. M. Williams (Otago) 


Hon. Secretary and Treasurer: D. C. Campbell 
13 Maungakiekie Avenue, Auckland, S.E.4 


Members: 
A. M. Aitken E. J. Marshall 
(Director, Medical Recording Service) (Director of Research) 
A. W. H. Borrie (Otago) P. C. McKinlay (Wellington) 
L. H. Cordery (Canterbury) C. L. E. L. Sheppard (Canterbury) 
P. D. Delany (Wellington) 
Membership 


On 30th June 1961 the membership of the College in New Zealand was 
as follows: 


Faculty Members Associates Total 
Auckland .. en 69 17 86 
Wellington .. va 50 19 69 
Canterbury .. i 40 18 58 
Otago - “ 25 12 37 

184 66 250 


This represents a gain of 24 members and 8 associates for the year. 


Activities 

Council met on two occasions, in September at Wellington and in 
February at Auckland. 

Congress of the New Zealand Faculties. The principal task of Council for 
the year was the planning and running of this Congress. It was held in 
Auckland from 5th to roth February 1961 in conjunction with the 129th 
Annual Meeting of the British Medical Association, and was attended by 
over 100 members of the College. 

The clinical programme of the Congress coincided largely with the 
Section of General Practice of the B.M.A. meeting. The college repre- 
sentatives had played the major role in creating this section, and it was 
fitting that Dr John H. Hunt was appointed as its president. Social functions 
consisted of a reception and buffet dinner at the residence of the council 
chairman, and a luncheon given by the Auckland faculty. Official overseas 
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delegates to the congress included: Dr J. H. Hunt (hon. secretary, the 
Council of the College of General Practitioners), Dr E. C. McCoy (Presi- 
dent-elect, the Canadian College of General Practice) and Dr G. L. Howe 
(member of the Board of Censors, the Australian College of General 
Practitioners). 

Medical Recording Service. A considerable number of lectures have now 
been recorded on long-playing discs. These are posted to members in 
canvas satchels, accompanied by synopsis cards to give visual augmentation 
to the spoken word. Listeners retain the cards, and may also purchase the 
records cheaply if they wish. The whole organization has been created 
single-handed by its energetic director (Dr A. M. Aitken), and is financed 
through the generous patronage of several pharmaceutical firms. 

Director of Research. Dr E. J. Marshall has continued to co-ordinate and 
stimulate research in the four faculties, and to maintain liaison with the 
research committee of the College, and with that of the Australian College. 
He also represents the College in New Zealand on the Epidemiology 
Advisory Committee of the Board of Health. 

Child Health Council. At the invitation of the Minister of Health, Council 
appointed Dr A. Ryder-Lewis as its representative on this body. 

Liaison Committee with New Zealand Branch, British Medical Association. 
On the advice of Dr John Hunt, Council successfully sought the establish- 
ment of this committee. 

College Appeal. Council has urged support of the Appeal on a faculty 
basis, and contributions have already been received from Canterbury and 
Otago. 

Gifts 

The following generous gifts have been received in the course of the year: 

PFIZER Ltp (ENGLAND). {120 grant for postgraduate education ({30 to 
each faculty). 

PFIZER CORPORATION (AUSTRALIA). £200 to assist Dr John Hunt to attend 
the college Congress. 

Geicy (AusTraLasiA) Pty Ltp. A handsome gold chain of office for the 
use of the chairman of New Zealand Council. 

BurrouGHus WELLCOME & Co. (N.Z.) Ltp. £160 to enable a member of 
the Australian College to attend and speak at the 129th annual meeting of 
the British Medical Association. 

Dr A. P. MiLxar of New South Wales. £30 as an appreciation of hos- 
pitality received during the college Congress. 

Gifts have also been made to the Medical Recording Service from the 
following: 

GeIGY PHARMACKUTICALS LTD. £140. 

BurROuGHS WELLCOME & Co. (N.Z.) Ltp. £105. 

SMITH KLINE & FRENCH LABORATORIES LTD. £175. 

WILLIAM Warner & Co. (N.Z.) Ltp. £180. 

Rocue Propucts Ltp. £200, 
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Council expresses its gratitude to the office bearers of the four New 
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XV.—THE SOUTH AFRICAN COUNCIL 


Chairman: F. E. Hofmeyr 


Hon. Secretary: A. G. Paterson 
121 Forest Drive, Pinelands (Pinelands 53-5050) 


Members: 
F. E. Hofmeyr and A. G. Paterson J. W. van der Riet (Orange Free State) 
(Cape of Good Hope) D. H. Pirie and S. J. Lachman 


A. P. Albert and P. D. Beck (East Cape) (Witwatersrand) 
E. W. S. Deale and A. Broomberg 
(Natal Coastal) 


Office: Medical House, 35 Wale Street, Cape Town, P.O. Box 643. Telephone: 3-2022 
An Interim South African Council of the College of General Practi- 
tioners was formed in Vereeniging, ‘Transvaal, on 19th October 1960. Its 
functions are: 
1. To co-ordinate the activities of the faculties of the College in South 
Africa; 
2. To supervise and stimulate the work of members and associates of 
the College in South Africa; 
3. To represent the college Council in South Africa; 
4. To further the liaison between the college Council and the South 
African faculties; 
5. To comment on applicants for membership of the College from 
South Africa; 
. To plan financial support for the South African Council of the 
College. 


fo) 


The activities of the College in the Republic of South Africa are now 
being co-ordinated, and duplication of work is avoided. 

South African Council is happy to record Council’s decision that its 
position in the College remains the same after, as it did before, the formation 
of the Republic of South Africa on 31st May 1961. 


